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PREFACE 


The  editor  of  a  book  of  readings  seems  to  be  subject  to  more  criticism  than  the  author  of  a 
book.     This  is  perhaps  because  an  author  can  include  some  comment  at  least  on  most  of  the  topics 
considered  to  be  important  in  a  particular  field.     An  editor,  however,  cannot  include  anywhere  near 
all  the  articles  relating  to  the  field  with  which  the  book  is  concerned.     It  is  necessary  that  he 
make  a  selection  of  only  a  few  from  the  many  which  might  be  included,  and  there  can  occur  many  dif- 
ferences of  opinion  regarding  what  should  or  should  not  be  included. 

Certain  criteria  must  be  accepted  by  an  editor  for  articles  to  be  included.     These  criteria 
serve  to  narrow  the  field  from  which  selection  is  made.     Whether  or  not  a  reader  accepts  the  criteria, 
they  are  nevertheless  necessary  and  serve  as  some  protection  against  some  criticisms. 

Criteria  must  be  determined  in  relation  to  the  purpose  or  purposes  of  the  book.     The  present 
book  of  readings  is  designed  for  a  supplementary  text  for  graduate  courses  in  rehabilitation  counsel- 
ing, for  use  in  orientation  institutes  or  in-service  training  of  rehabilitation  counselors  and  for 
counselors   in  the  field.     As  such,    it  attempts  to  provide  materials  which  supplement  available  text- 
books, and  to  bring  together  from  varied  journal  sources  articles  which  it  is  felt  would  be  useful  to 
the  student  and  counselor  in  developing  a  theory  and  practice  in  rehabilitation  counseling. 

The  first  criterion  for  inclusion  of  an  article,   therefore,  was   its  value  in  stimulating  the 
thinking  of  the  student  or  practitioner  by  presenting  an  idea,  an  issue,  a  point  of  view,  or  an 
approach  to  some  aspect  of  the  rehabilitation  counseling  process,  broadly  conceived.     The  emphasis, 
then,   is  upon  theory  and  practice.     The  book  is  not  concerned  with  reports  of  research  or  experi- 
ments, and  research  articles  are  therefore  not  included. 

Second,  although  counseling  is  broadly  conceived,   the  book  does  not  attempt  to  cover  the  basic 
substantive  or  technical  aspects  of  rehabilitation  counseling.     Thus,   there  are  no  papers  dealing 
with  medical   information  or  medical  aspects  of  disability,  the  social  or  psychological  aspects  of 
disability,  technical  problems  in  testing  and  evaluation  of  the  disabled,  or  occupational  informa- 
tion in  rehabilitation  counseling.     These  are,  of  course,   important  topics,  but  were  deliberately 
excluded  from  this  book. 

Third,   there  is  no  consideration  of  specific  disabilities  or  disability  areas  and  the  special 
problems  of  counseling  clients  with  specific  disabilities,  such  as  blindness,  deafness,  cerebral 
palsy,  etc.     Our  concern  was  with  general  principles  or  practices,  applicable  to  all  disabilities. 

Fourth,   the  selections  are  limited,  with  a  few  exceptions,   to  journal  articles.     Sections  or 
chapters  from  books,  pamphlets,  or  monographs  are  not   included.      It  was  felt  that  such  materials 
would  be  relatively  accessible  to  students.      In  a  few  instances  unpublished  papers  are  included, 
to  round  out  the  coverage.     In  one  instance  a  part  of  a  chapter  from  a  book  was   included  for  the 
same  reason. 

The  problems  of  completeness  of  coverage  of  the  rehabilitation  counseling  process,  and  of 
systematic  treatment,  are  difficult  ones  in  a  book  of  readings.     The  editor  is  limited  to  what  is 
in  the  literature.     An  attempt  was  made  to  include  articles  relating  to  various  aspects  of  the 
total  counseling  process.     Any  division  of  the  process  into  stages  or  phases  is  of  course  arbitrary, 
and  someone  else  would  no  doubt  have  selected  other  groupings  than  those  used  here.     Some  method  of 
grouping  seems  desirable,  however.     The  classification  of  articles   in  the  sections  also  is  to  some 
extent  arbitrary.     Many  articles  have  some  relevance  to  more  than  one  section.     However,  some  deci- 
sions are  necessary,  and  these  were  made  in  terms  of  major  relevance  and  balancing  of  the  sections. 

The  editor  wishes  to  express  his  appreciation  for  the  encouragement  of  many  of  the  co-ord i nators 
and  directors  of  rehabilitation  counselor  training  programs.     The  support  of  Leonard  Small  of  Spring- 
field College  was  responsible  for  the  final  decision  to  embark  upon  the  project.     A  number  of  the 
co-ord i nators  made  suggestions  which  were  incorporated  in  the  selections.     It  is  felt  therefore  that 
the  readings  will  be  of  particular  value  in  these  training  programs. 

The  typing  is  the  work  of  Miss  Martha  McDuffee,  who  is  thus  responsible  for  the  excellent 
appearance  of  the  format.     Mrs.  Julia  Snyder  supervised  the  typing  and  did  the  proofreading. 
Without  their  help  the  book  would  never  have  materialized. 


C.  H.  Patterson 

May,  I960 
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PHILOSOPHY  AND  BACKGROUND  OF  REHABILITATION 


A  definitive  history  of  rehabilitation  has  yet  to  be  written.     Materials  for  such  a  history  will 
be  difficult  to  gather,  since  rehabilitation  is  a  relatively  new  concept.     Its  origins  in  the  history 
of  the  human  race  are  dim,  and  little  work  has  been  done  to  uncover   its  development.     The  editor  was 
fortunate  in  discovering  the  two  previously  unpublished  papers  of  Dr.  Marcel ine  Jaques  which  shed 
some  light  on  the  treatment  of  the  disabled   in  prel  iterate  societies. 

Rehabilitation  as  an  attitude,  or  a  philosophy  of  treatment  of  the  disabled  is,  as  Dr.  Jaques 
suggests,  a  product  of  Western,  Christian  civilization.     Perhaps  even  more  specifically  it   is,  as 
Dr.  Whitehouse  clearly  points  out,  a  product  of  a  democratic  civilization  which   is  concerned  about 
equality  of  opportunity  for  all.     Dr.  Gel Iman  delineates  the  constant  and  continuing  struggle  against 
prejudice  which  is  necessary  to  assure  this  equality  of  opportunity.     Rehabilitation  may  be  considered 
as  the  creation  of  equality  of  opportunity  for  those  who  do  not  have  it  because  of  physical,  mental, 
or  social  disabilities.     As  Conant   (I)  points  out,  equality  of  opportunity  is  not  automatically  pres- 
ent or  guaranteed  by  the  American  tradition.     It  does  not  exist  for  those  who  because  of  hereditary 
or  acquired  physical,  mental,  or  social    limitations  cannot  take  advantage  of  conditions  which  offer 
opportunity  to  others. 

The  history  of  vocational   rehabilitation  in  the  United  States   is  not  as  obscure  or  shrouded  in 
mystery.     It  began  only  kO  years  ago.     John  Kratz  presents  a  concise  summary  of  the  Federal -State 
program  of  vocational   rehabilitation  up  to  the  Vocational   Rehabilitation  Amendments  of  195^.     For  a 
more  detailed  account  up  to  19^+3,   the  reader   is  referred  to  MacDonald   (2).     Mary  Switzer  in  her  paper 
discusses  the  contribution  of  Public  Law  5&5  ,   the  195^  Amendments.     The  advances  which  she  outlines 
as  taking  place  during  the  first  year  of  the  Act  have  continued  at  an  accelerated  rate. 

This  is  the  social  and  historical  background,  the  setting,  in  which  the  rehabilitation  counselor 
works . 
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REHABILITATION:     HISTORICAL  ORIGINS 


Marcel i ne  E.  Jaques 

Disease  and  disability  are  as  old  as  life  itself.     Anthropologists  and  archaeologists  tell  us 
that  paleolithic  man  suffered  from  the  pains  of  disease.     Animals  for  millions  of  years  before  the 
history  of  man  likewise  suffered  many  conditions  we  still   recognize  today.     Disease  is  in  reality  a 
part  of  all   life  since  it  is  the  reaction  of  the  living  organism  to  abnormal  stress  or  stimuli.  We 
know  little  about  early  man's  reaction  except  what  can  be  pieced  together  from  the  study  of  artifacts 
and  through  comparative  studies  of  primitive  cultures  now  present  in  the  world  where  remnants  of  some 
of  these  earlier  ideas  still  exist. 

At  this  period  of  man's  history,   it  seems  safe  to  assume  that  only  the  "fittest"  survived.  Each 
person  had  to  play  his  role  in  self-protection  and  self-preservation.     If  he  was  not  able  to  do  so, 
he  died.     Leading  a  life  of  hardship,  surrounded  by  the  hostile  forces  of  a  nature  he  could  not  under- 
stand, man  developed  supernatural  explanations  for  the  unknowns  of  life.     A  great  body  of  religious 
and  magical  beliefs  and  practices  developed.     Herein  was  formed  the  first  philosophy  of  man;  his 
interpretations  of  his  physical  world,  of  himself  and  his  relationship  to  others.     There  is  some 
evidence  that  these  beliefs  included  the  destroying  of  malformed  babies;  that  the  disabled  and  sick 
were  thought  to  be  agents  of  a  hostile  world  and  were  treated  accordingly. 

With  developing  civilization,   social   life  became  more  complex.     Paleolithic  man,  gathering  the 
fruits  of  the  forest  and  hunting  wild  animals,  was  not  tied  to  the  soil — he  owned  little.  Social 
organization  was  probably  limited  to  the  family  or  to  small  groups  of  families  who  shared  a  cave 
for  awh  Me. 

Conditions  changed  when  man  became  a  producer,  a  farmer,  tilling  the  soil,  breeding  animals, 
living  in  villages.     Families  joined  to  form  larger  social  groups,   living  and  working  together, 
following  definite  sets  of  rules.     Woman  played  an  increasingly  important  part  in  the  life  of  the 
group,  doing  farm  work  and  attending  to  the  home  industries,  while  the  men  took  care  of  the  animals, 
were  hunters  and  fishermen,  traders,  and  also  warriors. 

At  this  stage  of  human  history,   there  seem  to  be  some  inconsistencies   in  the  beliefs  and  actions 
toward  the  sick,  disabled,  and  aged.    There  are  some  indications  that  while  many  cultures  did  not 
destroy  their  disabled  as  a  general  practice,  they  subjected  them  to  other  types  of  personal  and 
social  abuse  and  torment.     On  the  other  hand,  there  were  groups  which  practiced  the  other  extreme  and 
considered  the  disability  a  mark  of  distinction  which  brought  special   privilege  or  consideration  to 
the  individual.     Perhaps  we  might  speculate  that  here  was  the  dawn  of  a  new  approach  to  human  dif- 
ferences and  i nf i rmi t i es--the  beginning  of  a  shift  from  automatically  eliminating  life  to  the  idea 
that  there  might  be  some  worth  or  value  in  preserving  the  disabled.     This  was  certainly  just  a  feeble 
flicker  of  the  beginning  of  an  idea,    if   it  can  even  be  called  that. 

Practices  which  thousands  of  generations  later  were  to  be  called  rehabilitation  seem  to  have 
started  their  development  here.     Archaeological  findings  reveal   that  certain  mineral  and  hot  water 
springs  were  used  for  special  purposes  other  than  dr i nki ng--hence  it  is  very  probable  that  the  water 
was  used  for  the  treatment  of  ailments,  as  it  still    is  today.     It  seems  reasonable  to  assume  that 
instinct  probably  was  the  source  from  which  other  methods  of  treatment  sprang — such  as  physical 
therapy.     An  individual   hurt  his  leg  and  spontaneously,  without  thinking,   rubbed   it.     This  rubbing 
developed   into  a  system  and  became  what  we  call  massage.     Another  individual,  suffering  from  arthri- 
tis, crawled  to  the  fire,  and  discovered  that  the  heat  relieved  his  pain.     These  simple  instinctive 
reactions  may  then  have  developed  into  more  controlled  methods  and  forms  for  the  application  of  heat 
and  cold,  using  water,  steam,  sand,  or  other  available  materials. 

Before  these  instinctive  acts  became  a  system  of  treatment  of  the  injured  or  disabled  person, 
however,  another  important  attitudinal  change  had  to  take  place — that  of  mutual  aid,  of  caring  for 
the  person  involved.     The  idea  that  one  human  being  could  help  to  eliminate  the  suffering  of  another 
and  perhaps  thus  prolong  or  save  life  appears  to  have  been  an  early  cultural  innovation. 

Instinctive  self-help  came  first,  but  from  the  study  of  animal   behavior   it   is  probable  mutual 
aid  can  be  assumed  at  an  early  stage  in  man's  history.     That  early  men  helped  one  another  is  shown 
by  burial  customs—concern  and  sometimes  elaborate  care  was  given  to  the  dead.     For  whatever  magical 
or  religious  reasons  this  was  done,  the  important  consideration  here  is  the  fact  that  care  was  taken 
of  human  life  by  others   (13).     Pain,  a  marvelous  alarm  mechanism,  undoubtedly  played  a  part   in  the 
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beginning  of  care  for  the  suffering  of  others.     When  pain  is  felt,  there  is  a  desire  to  relieve  It. 
Pain  may  have  released  a  series  of   instinctive  actions,  some  of  which  were  effective.     Han  learned 
gradually  to  differentiate  between  effective  and   ineffective  treatment.     This  knowledge  was  passed 
on  within  the  group  as  treatment  lore. 

As  people  invented  writing  and  recorded  their  traditions  and  practices,  we  find  explanations  of 
the  phenomena  of  nature  including  disease,  disablement,  and  old  age.     The  explanations  possess  a 
similarity  in  all   ancient  civilizations  based  as  they  are  on  religious-magical  concepts  which  un- 
doubtedly precede  the  oldest  written  records.     Two  persons  were  primarily  concerned  with  these  con- 
cepts and  practices:     the  medicine  man  and  the  minister  of  religion  whose  function  it  was  to  appease 
the  deities.     Eventually  these  two  persons  became  united   in  one--the  priest-physician. 

This  medicine  man  or  priest-physician  was  the  first  "professional."    He  was  not  Just  the  fore- 
runner of  what  we  now  call  the  physician  but  probably  the  model  for  many  professions.     He  was  the 
wise  man  and  the  person  who  possessed  the  learning  and  specialized  knowledge  of  the  group.  Practices 
became  a  confusion  of  superstition  and  fact,  of  natural   remedies  and  religious  rituals.     Yet,  these 
practices  were  logical   for  primitive  man;  they  were  in  accord  with  the  philosophy  and  religion  he 
professed.     One  cannot  help  but  be  struck  by  the  idea  that  even  though  much  early  care  was  purely 
magical   in  purpose,   it  nevertheless   included  elements  that  are  also  found  in  rational   therapy.  From 
the  very  beginning  therapy  seems  to  be  an  interwoven  combination  of  empirical,  rational,  magical,  and 
religious  elements. 

The  idea  that  an  individual  should  be  compensated  for  injury,  or  loss  of  a  part  of  the  body,  was 
accepted  by  most  ancient  civilizations.     The  rights  of  the  person  injured  or  afflicted  were  first  ex- 
pressed in  Babylonia  in  retaliatory  terms,  "Eye  for  eye,   tooth  for  tooth,  hand  for  hand,  foot  for  foot" 
(7).     This  was  the  usual  compensation  between  persons  of  like  social  status;  however,  monetary  compen- 
sation was  usual   for  the  injured  person  who  was  considered  to  be  of  lower  status  and  inferior  to  the 
injurer.     The  great  code  as  given  by  Hammurabi  provided  regulations   in  regard  to  fees  and  compensations 
for  injured  persons  as  well   as  employment  policies.     The  provisions  were  mixed  with  superstition  and 
magic  and  were  harsh  but  perhaps  for  the  first  time  groups  or  communities  were  responsible  for  the 
individual,  both  the  injured  and  the  injurer. 

The  Mosaic  code  given  to  the  Hebrews  also  provided  for  individual   rights  enforced  by  the  group. 
These  were  perhaps  the  first  public  health  regulations  providing  rules  for  sanitation,  cleanliness, 
reporting  and  isolation  of  contagious  diseases,  as  well  as  specifying  hours  for  work  and  rest.  The 
Twelve  Tablets  of  Rome  and  the  Anglo-Saxon  Codes  provided  for  monetary  compensation  for  injury  (13). 
Our  current  concepts  and  laws  of  workman's  compensation  undoubtedly  developed  from  these  basic  ideas. 

The  Jews  as  a  result  of  the  strength  of  their  faith   in  one  God  started  to  stem  the  tide  of 

superstition  and  magic.     God  was  recognized  as  the  source  of  health  and  the  Jews  held  the  extreme 

view  that  diseases  and  illness  were  punishment  for  sins  of  the  individual  and  his  family.  This 

belief  is  still  held  by  many  people  as  part  of  our  attitudinal  pattern  toward  disease  and  disability. 

These  beginnings  covered  a  great  deal  of  time  in  human  history,  providing  the  backgound  for  the 

growth  of  knowledge  developed  by  the  Greeks.  In  contrast  to  other  ancient  people  the  Greeks  desired 

to  live  according  to  reason  and  they  searched  for  perfection  and  first  causes.     Their  desire  for  a 

"good  mind  in  a  good  body"  seems  to  have  been  responsible  for  a  great  shift  in  the  philosophy  of 
care  for  the  sick  and  disabled.     For  the  first  time  the  part  that  a  person's  mind  and  feelings  play 

in  his  treatment  was  recognized.     The   idea  of  the  whole  man  so  important   in  modern  rehabilitation 
activities  apparently  started  at  this  time. 

The  healing  arts  were  practiced  in  temples.     These  temples  were  apparently  situated  in  scenic 
places  near  mineral  springs  with  hydrotherapy  and  exercise  in  many  forms  being  practiced.    The  effect 
of  the  environment  on  the  patient  was  apparently  recognized.     Natural  beauty,  sunshine,  and  sea  air 
were  utilized   in  care.     One  of  the  principle  means  of  healing  was  the  practice  of  incubation  or 
temple  sleep.     The  afflicted  person  retired  to  the  temple  to  sleep  and  dream.     The  temple  physician 
passed  from  patient  to  patient,  suggesting  a  cure  to  the  patient  who  had  difficulty  sleeping;   if  the 
patient  were  asleep,  dreams  provided  his  soul  with  the  cure  for  his  body  (8).     Apparently  many  cures 
were  accomplished  and  we  are  reminded  that  suggestion  and  dream  analysis  are  widely  used  therapeutic 
measures  in  psychiatry  today. 

The  genius  of  ancient  medicine  was  a  Greek--H i ppocrates ,  the  philosopher-physician.     His  oath, 
defining  the  ideals,  duties,  and  responsibilities  of  a  physician,   is  still  used  today  in  the  medical 
profession.     One  of  his  great  contributions  was  the  case  s tudy  method  as  the  approach  to  medical 
education  (15).     The  clinician  taught  and  learned  by  observations  and  study  at  the  bedside  of  his 
patient.     Up  to  this  time  knowledge  about  illness  and  disease  was  handed  down  from  father  to  son. 
Hippocrates'  fundamental  belief  was  that  illness  and  defects  of  the  body  were  due  to  natural  causes. 


In  this  way  he  helped  to  free  the  field  from  superstition  and  converted  it  into  something  of  an 
empirical  art  to  be  studied  and  mastered  by  the  slow  process  of  tr i al -and-error  learning.     For  the 
first  time  the  patient  became  the  center  of  attention.     He  was  studied  as  an  individual;  records 
were  kept  so  that  the  same  signs  might  be  recognized  in  another  person.     Great  attention  was  paid 
to  exact  observation  and  accurate  recording  of  the  symptoms  and  progress  of  patients. 

Another  great  contributor  to  the  healing  arts  was  Aristotle.     He  was  a  philosopher,  not  a 
physician,  but  he  made  great  contributions  in  the  fields  of  both  plant  and  animal  biology.  The 
sciences  of  comparative  anatomy  and  embryology  are  credited  to  him  as  the  founder.     He  held  as 
Hippocrates  had  done,  and  as  doctors  were  to  believe  for  many  centuries,  that  the  human  body  was 
composed  of  four  "humours"--b1ood ,  phlegm,  yellow  bile,  and  black  bile,  and  he  regarded  a  disturb- 
ance in  the  balance  maintained  by  these  four  humours  as  the  root  cause  of  disease.     This  theory  was 
destined  to  remain  a  fundamental  doctrine  in  medicine  for  hundreds  of  years  and  greatly  affected 
the  treatment  of  the  sick,  disabled,  and  aged.     It  is  of  interest  that  a  theory  of  ancient  Chinese 
medicine  proposed  that  the  body  was  composed  of  the  five  elements  of  earth,  fire,  water,  wood,  and 
metal.     It  is  speculated  that  this  was  the  forerunner  of  the  European  theory  of  the  four  humours. 

Following  the  Greeks,  Rome  became  the  undisputed  mistress  of  the  world.     Her  own  native  system 
of  care  for  the  sick  and  disabled  was  very  primitive  and  unscientific.     Rome  made  few  if  any  con- 
tributions to  the  healing  arts.     Romans  were  suspicious  of  and  reluctant  to  use  the  little  medical 
knowledge  they  took  over  from  the  Greeks.     However,   in  the  story  of  modern  rehabilitation  the  Romans 
contributed  greatly  through  their  organizational  genius   in  public  health  measures.     They  introduced 
sanitary  measures  through  the  issuing  of  governmental  decrees.     One  prohibited  burials  within  the 
city;  another  ordered  officials  to  look  after  the  cleanliness  of  streets  and  to  the  water  supply, 
while  still  another  established  a  public  medical  service  of  physicians  to  look  after  the  needs  of 
the  poor.     This  probably  was  the  first  attempt  of  a  government  to  meet  the  needs  of  its  citizens 
regardless  of  cl ass--perhaps  the  first  such  community  program. 

At  this  point  health  and  disease  were  no  longer  the  private  concern  of  the  individual.  The 
community  was  particularly  concerned  with  the  needs  of  those  in  the  army  as  well  as  the  poor.  The 
principle  of  health  insurance  is  not  a  modern  innovation  but  is  said  to  have  originated  in  the 
Middle  Ages. 

The  greatest  of  all  Roman  innovations,  however,  was  the  hospital   system.     The  system  was  brought 
about  chiefly  by  the  army.     Infirmaries  were  built  for  the  poor  and  it  is  reported  that  recent  exca- 
vations at  Pompeii  suggest  that  a  physician's  house  was  also  used  as  a  kind  of  private  "nursing  home" 
for  better  class  patients   (15).     This  latter  type  of  care  is  one  of  the  modern  approaches  to  rehabili- 
tation. 

An   important  contribution  applicable  to  present-day  gerontology  was  made  by  Cicero  at  this 
period.     His  views   in     "Dialogue  on  Old  Age"  (6)  embody  the  most  modern  approach  to  this  phase  of 
education  and  rehabilitation.     "Nor  indeed,  are  we  to  give  our  attention  solely  to  the  body;  much 
greater  care  is  due  to  the  mind  and  soul — he  who  strives  to  mingle  youthfulness  and  age  may  grow 
old  in  body,  but  old  in  spirit  he  will  never  be...." 

Galen,  a  Greek  physician  employed  by  the  Romans  represents  the  closing  development  of  Greek 
biology  and  medicine  and  he  was  destined  to  dominate  medical  thought  for  many  centuries.  He  was 
primarily  responsible  for  orienting  the  health  field  to  the  experimental  method. 

Jesus,  the  great  teacher  of  Christianity,   in  his  compassion  for  those  who  suffered  from  physical, 
mental,  and  social  problems  at  the  hands  of  their  fellow  men  emphasized  the  human,  individualized 
approach  to  care  and  treatment.     His  simple  teachings  were  based  on  the  Jewish  faith  in  one  God  and 
emphasized  the  dignity  of  each  human  life,  regardless  of  race,  class,  or  infirmity.     The  philosophy 
that  all  care  and  treatment  should  be  based  on  love  and  the  brotherhood  of  mankind,   is  directly 
responsible  for  much  that  is  considered  good  in  modern  rehabilitation  practice.     The  Christian  church 
as  a  social  organization  often  failed  to  live  up  to  these  teachings  but  has  served  to  preserve  the 
emphasis  on  the  importance  of  the  individual  which  is  at  the  heart  of  Western  democratic  culture. 

The  downfall  of  the  Roman  Empire  left  Europe  without  a  governing  structure.    What  was  needed  at 
this  time  seemed  to  be  a  ruling  authority  under  the  protection  of  which  some  new  form  of  social  orga- 
nization might  grow  up.     It  was  the  Christian  church  with  its  excellent  organization,   its  strong 
central  authority,  and  its  discipline  that  made  the  growth  of  a  new  Europe  possible.     The  Crusades 
helped  in  this  creative  work  by  developing  a  field  of  brotherhood  among  men  and  by  binding  quarrel- 
ing factions  together  in  a  common  cause.     The  i ntel 1 ectual   independence  of  the  individual  had  to  be 
sacrificed  to  the  authority  of  the  church.     For  about  eight  centuries  the  classical   learning  and 
science  passed  into  the  church's  keeping.     This  was  very  fortunate  or  it  might  have  been  lost  forever. 
The  church  took  over  the  role  of  physician  of  the  body  as  well  as  of  the  mind  and  soul  and  it  was 
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again  a  strange  mixture  of  physical   remedies,  magic,  and  ritual   that  was  dispensed.     Hippocrates  had 
freed  treatment  and  care  from  religion  and  superstition  and  had  taught  men  that   illness  and  dis- 
ability were  not  sent  by  the  gods  as  punishment  but  a  natural  phenomenon  to  be  studied.     Under  the 
church  rule  the  view  of  supernatural  origin  was  revived.     Very  little  or  no  progress  was  made  in 
theory  and  research  during  the  Middle  Ages--the  doctrine  of  the  four  Humours  prevailed  and  few  had 
the  knowledge  or  courage  to  question  its  authority. 

However,  the  idea  of  the  hospital  was  carried  a  little  further  forward  by  the  church  when  she 
built  "hospital ia"  or  guest  houses  for  the  accommodation  of  pilgrims.     Hospitalias  were  opened  for 
the  care  of  orphans,  the  aged,  the  crippled,  and  the  blind.     The  care  was  almost  entirely  custodial 
in  nature  and  even  so  there  was  a  limit  to  the  church's  resources.     It  was   inevitable  that  many 
people  should  be  left  without  any  help  at  all. 

The  separation  between  medicine  and  surgery  lasted  throughout  the  medieval  period.     In  the 
ancient  world  the  physician  traced  his  art  to  scholars;  a  man  of  dignity  who  served  the  upper  classes. 
The  surgeon  who  worked  with  his  hands  was  of  low  social  status;  his  professional  ancestry  was  in  bar- 
bering.     It  was  not  until   the  17th  century  that  surgery  was  considered  a  profession  fit  for  men  of 
upper  classes.     Ambroise  Pare'  brought  together  in  a  working  relationship  the  long-robed  university 
surgeons  and  the  barber-surgeons  who  were  relied  upon  by  the  people.     He  believed  in  treating  the 
complete  or  whole  man  and  was  known  for  his  ability  to  inspire  his  patients.     It   is  reported  that  he 
attended  to  all  details  of  a  patient's  treatment  and  recovery  even  to  methods  of  relieving  boredom 
in  convalescence.     His  practical   genius  was  shown   in  his  construction  and  development  of  artifical 
limbs  and  the  glass  eye  (12). 

The  cultural    transition  from  medieval   times  that  again  changed  the  existing  social  order  was  a 
movement  whose  seeds  were  planted  in  preceding  centuries  and  which  came  to  fruition  in  this  era. 
Some  of  these  forces  were  the  Renaissance,  the  Reformation,  nationalism,  the  discovery  of  a  new 
world,  and  the  diffusion  of  knowledge  through  the  printed  word.     All  of  these  forces  influenced 
the  healing  arts   in  one  way  or  another. 

It  was  at  this  period  that  the  crippled  came  into  prominence  as  jesters.     The  greater  the  deform- 
ity,  the  greater  the  mirth  and   laughter.     Courts  sought  them.     It   is  reported  that  the  demand  for 
jesters  created  a  scarcity  of  them,   increasing  their  value  to  such  an  extent  that  during  those  times 
parents  are  said  to  have  crippled  their  own  children   in  order  to  enhance  their  value.     For  the  first 
time  the  disabled  were  able  to  earn  their  living,  however  distasteful   the  method  must  have  been  to 
some . 

The  church  In  providing  custodial  care  in  its  monasteries  may  have  been  the  forerunner  to  the 
development  of  educational   opportunities  for  those  within   its  program.     Up  to  this  time  no  attention 
had  been  paid  to  the  educational   or  training  needs  of  disabled  people.     With  the  church  serving  as 
the  center  for  both  physical  care  and  education  it  can  be  speculated  that  the  idea  of  custodial  care 
alone  being  insufficient  for  the   individual's  needs  arose.     Education  and  training  of  the  handicapped 
was  to  occupy     a  minor  role  until   the  19th  century,  however. 

Most  of  the  essential    ideas  basic  to  the  philosophy  of  modern  comprehensive  rehabilitation  had 
been  developed.     The  beginnings  are  deep  in  man's  cultural  history.     It  was  left  to  our  time,  however, 
to  fuse  the  ideas   into  a  working  whole. 
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TREATMENT  OF  THE  DISABLED  IN  PRIMITIVE  CULTURES 
Marcel ine  E.  Jaques 


The  limitations   imposed  by  disability,    illness,   and  age  tend  to  isolate  the  disabled  from  many 
of  the  routine  activities  of  daily  living.     As  a  result  of  the  lack  of  ability  to  be  active  partici- 
pants  in  the  life  of  the  group  certain  attitudes  and  practices  toward  the  disabled  seem  to  be  a  part 
of  every  cul ture. 

Sigerist   (k)  writes  that  the  disabled  due  to  illness  or  age  constitute  a  social  burden  because 
of  their  inability  to  contribute  their  share  of  work  for  the  group  welfare.     He  observed  two  basic 
attitudes  toward  the  disabled  in  primitive  cultures:     one  of  acceptance  where  they  are  treated  kindly, 
and  sometimes  honored;  the  other  of  destruction  where  they  are  killed   in  a  variety  of  ways. 

Positive  treatment,  according  to  Sigerist,    is  not  a  criterion  of  higher  civilization  among 
primitive  cultures.     He  speculates  that  food-gathering,   fishing,  and  hunting  groups  are  inclined  to 
treat  their  handicapped  members  well   and  believes  that  food  sharing  is  a  necessity  due  to  a  hard 
life  and  an  uncertain  food  supply.     He  does  state,  however,   that  the  sick  and  infirm  in  the  gather- 
ing,  fishing,  and  hunting  cultures  may  be  sacrificed  when  the  tribe  moves  or  when  food  becomes  scarce. 
This  he  believes   is  different  from  habitual  destruction  of  the  infirm  sometimes  encountered  among 
agricultural   and  pastoral   tribes,  with  a  more  complex  social  organization.     The  chief  cause  for  the 
elimination  of  the  sick  and   infirm  is  economic  and  due  to  social  uselessness,  concludes  Sigerist. 

Simmons   (5),  in  a  study  of  the  treatment  of  the  aged  in  primitive  cultures,  found  that  there  was 
greater  access  to  communal   food  stores  among  collectors  and  fishers,   less  among  hunters,  with  least 
sharing  appearing  among  herding  and  agricultural  people.     He  reports  that  food  sharing  with  the  aged 
is  a  more  pronounced  trend   in  the  hard  and  difficult  environments  of  the  collectors,  fishers,  and 
hunters  where  there  is  an  uncertain  food  supply  and  less  developed  type  of  maintenance.     The  communal 
sharing  of  food  appears  to  have  declined  in  importance  with  the  advance  to  herding  and  agriculture 
where  he  reports  features  more  characteristic  of  "organized  charity." 

The  assumptions  drawn  from  both  of  these  writings   is  that  the  disabled  and  aged  fare  better  in 
cultures  where  the  food  supply   is  unpredictable,  with  the  economically  advanced  cultures  tending  to 
emphasize  food  sharing  to  a  lesser  degree.     These  conclusions  would  appear  to  be   in  conflict  with 
the  social   and  economic  necessity  of  every  person  being  productive   in  most  primitive  cultures. 
Certain  problems  of  survival   confront  the  group  when  an   individual    is  physically  unable  to  help  in 
gathering  or  producing  his  share  of  food  and  maintenance.     The  problem  would  appear  to  be  intensi- 
fied  if,    in  addition  to  providing  the  extra  food,    it  was  also  necessary  for  others  to  care  for  the 
needs  of  the  physically  disabled,  carrying  him  from  place  to  place  as  the  group  moved   in  a  hunting, 
fishing,  or  gathering  economy.     This  would  seem  to  be  less  of  a  problem  if  economic  sources  of 
livelihood  were  more  predictable,  as   in  a  herding  or  agriculture  economy  and   if  the  group  were 
permanently  situated  rather  than  migratory. 

Hanks  and  Hanks   (2)  postulate  that  there   is  an   increase  in  protection  and  participation  in 
groups  where  productivity  level    is  proportionately  high  compared  to  the  total   population  and  where 
these  products  are  more  equally  distributed.     In  addition,  these  groups  put  less  stress  on  individ- 
ual  and  group  achievement  with  more  emphasis  placed  on   individual   ability  such  as   in  a  democratic 
social  structure. 


Procedure 

In  the  present   investigation,   an  attempt  was  made  to  study  the  effect  of  the  type  of  economy 
and  the  permanency  or  migratory  nature  of  residence  on  the  treatment  of  disabled  persons.  The 
following  questions  were  asked: 

1.  Is  there  a  relationship  between  the  methods  of  economy  of  the  culture  and  the 
practices  of  destruction  or  nondestruct ion  of  the  disabled? 

2.  Is  there  a  relationship  between  the  mobility  or  permanency  of  residence  and  the 
destruction  or  nondestruct ion  of  the  disabled? 
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It  was  further  noted  in  analyzing  the  data  of  the  cultures  which  permitted  the  handicapped  to 
live,  that  among  some  groups  they  were  specially  protected  and  favored,  while  among  other  groups 
they  were  personally  or  socially  mistreated.     To  find  out  if  there  was  further  relationship  between 
the  economic  and  residency  variables  formulated  and  this  observation,   these  questions  were  raised: 

3.     Is  there  a  relationship  between  the  method  of  economy  and  the  protection  or 
mistreatment  of  the  handicapped? 

k.     Is  there  a  relationship  between  the  mobility  or  permanency  of  residence  and  the 
protection  or  mistreatment  of  the  handicapped? 

Data  were  studied  from  a  total  of  26  cultures  represented  in  the  Human  Relations  Area  Files. 
For  the  purposes  of  this  study,  disability  was  defined  as  any  deviation  from  the  norm,  occurring 
at  birth  or  later  in  life,  of  a  physical  or  mental   nature  sufficient  to  call   attention  to  itself 
and  be  recognized  as  different   in  the  social    life  of  the  group.     The  terms  disabled  and  handi- 
capped seem  to  be  used  interchangeably  in  the  literature.     The  26  groups  are  listed  in  Table  I 
according  to  continent  location. 


TABLE  I 


Twenty-six  Cultures  Located  According  to  Continent 


As  i  a 
V  i  etnamese 
Vietnamese  Tonki 
Cambod  i  ans 
Tibet 
Burma 

Afghan  i  stan 

Korean 

Formosans 

Japanese 

Abor  i  g  i  nes 

China 

I ndoch  i  na 


Russ  i  a 
Chukachee 
Kamchada 1 
Yakut 


South  Amer  i  ca 
Tup  i  nambo 

Af  r  i  ca 
Azande 
Thonga 
Ashant  i 
Chagga 


Middle  East 
I  ran 

North  America 


Navaho 
Crow 

Northern  Oj i bwa  (Northern 

Saul teaux) 
Eastern  OJ i bwa  (Parry 

Island) 

Ocean  i  a 


Pukapukans 
Wo! ea  i 


The  files  were  studied  for  data  concerning   (a)  care  or  treatment  given  the  disabled,    (b)  the 
annual  economic  cycle,  and   (c)   the  mobility  or  permanency  of  residence  of  each  culture.     A  category 
system  was  developed  to  classify  the  data  assembled  as  follows: 


1 .  TREATMENT 


A.  Cul tures   i n  wh  i  ch  the  d  i  sabl ed  were  destroyed.     To  be  tabulated   in  this  category, 
references  or  reports  from  the  literature  referred  specifically  to  the  practice 
as  being  a  cultured  practice.     Case  reports  of  individuals  as  such  were  not  used 
unless   it  was  specifically  stated  to  be  culturewide  in   its  practice. 

B.  Cu 1 tures   i  n  wh  i  ch  the  d  i  sabl ed  were  not  destroyed.     For  tabulation  in  this 
category,  either  specific  mention  was  made  of  the  fact  that  the  handicapped 
were  not  destroyed,  or  the  writing  indicated  that  the  handicapped  were 
living  as  part  of  the  culture. 

1.  Pi  sabl ed  were  spec  i  al 1 y  protected.     Special   reference  or  report  found  of 
practices  of  protecting  or  honoring  the  disabled  by  the  culture. 

2.  Pi  sabled  were  personal  1 y  or  soc  i  al 1 y  m  i  streated .     References  regarding 
maltreatment  given  to  the  disabled  at  the  hands  of   individuals  or  groups 
within  the  culture. 

C.  Cul tures   i  n  wh  i  ch  reports  were  i  neons  1  stent   i  n  regard  to  destruction  of  the 
d  i  sabl ed .     Data  to  be  classified  here  resulted  from  conflicting  reports  of 
two  writers  or  of  actual   reports  of   inconsistency  in  treatment. 
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I  I  .  ECONOMY 

A.  Gather  i  ng ,  f  i  sh  i  ng ,  hunt  i  ng  economy . 
Herd  i  ng  and  agr icul ture  economy. 

III.  RESIDENCE 

A*     Res  i  dence  m i  gratory  i  n  nature. 

B.  Res  i dence  permanent   i n  nature. 

C.  Seasonal  mi  grat  ion  pract  i  ced . 

A  frequency  tabulation  of  the  26  societies  was  made  according  to  this  category  system. 

Resul ts 


Practices  of  Destruction 

The  distribution  of  practices  by  type  of  economy  is  summarized  in  Table  II,  which  shows  the 
number  and  percent  of  the  cultures  practicing  destruction  or  nondestruct ion  in  each  economy. 

TABLE  II 

Number  and  Percent  of  Cultures  Practicing  Destruction 
or  Nondes truct i on  of  the  Disabled  According 
to  Type  of  Economy 

Gathering,                            Herding  and 
Treatment  Fishing,  and  Hunting  Agr  icul  tural  Total 


N  %  N  %  N  % 


Des  t  rue  t  i  on 

2 

22 

0 

2 

8 

Nondestruction 

5 

56 

15 

88 

20 

77 

1  neons  i  stent 

2 

22 

2 

12 

k 

15 

Total 

9 

100 

17 

100 

26 

100 

Destruction  was  practiced  on  Parry   Island  where  the  Eastern  0J i bwa  believe  that  handicapped 
people  were  sorcerers,  and  that  they  suffered  from  their  infirmity  because  their  medical   power  had 
turned  against  them.     According  to  the  reports  they  could  be  charged  with  sorcery,  and   if  convicted, 
the  sorcerer  could  be  clubbed  to  death,  even  when  with  his  family.     The  victim  was  buried  by  the 
family  with  the  club  placed  beside  his  body. 

The  Northern  OJibwa,  North  Saulteaux,   thought  the  handicapped  possessed  of  devils,  and  they 
were  killed  by  shooting  or  strangulation,  after  which  the  bodies  were  burned.     They  were,  at  one 
time,  burned  alive,  and   it  was  suspected  that  this  still  might  be  the  practice.     Among  the  OJibwa, 
these  handicapped  "sorcerers  and  devils"  were  thought  to  threaten  the  gods,  who  had  to  be  pacified 
if  the  tribe  were  to  exist. 

Among  the  Chagga ,  practices  were  inconsistent.     On  the  one  hand,   they  believed  that  the  crippled 
were  the  pacifying  agent  for  some  bad  fate  that  had  befallen  them,  and  that   if  the  crippled  one  was 
permitted  to  live,  God  would  give  them  a  well-shaped  child  next  time.     In  other  words,  the  disabled 
might  open  the  way  for  good  luck  to  follow  this  bad  fate.     Therefore,  anyone  who  laid  his  hands  on 
such  a  cripple  committed  an  act  of  sacrilege.     However,  both  the  midwife  and  the  father  have  the 
right  to  decide  whether  to  kill   the  child   if  the  circumstances  surrounding  his  birth  seemed  to 
threaten  the  father  or  the  whole  group.     In  the  latter  case,   the  chieftain  is  notified,  as   it  may 
constitute  a  bad  omen  of  starvation  for  the  whole  country,  a  danger  which  could  be  averted  only  by 
offering  the  deformed  child  as  a  sacrifice. 
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The  Mavaho  Indian  was  reported  as   inconsistent  in  such  practices.     Some  report  that  no  deformed 
child  is  allowed  to  live;  he  is  smothered,  abandoned   in  the  brush,  or  buried  alive.     In  general,  the 
Navahos  have  an  uneasy  feeling  about  people  who  show  some  physical  deformity.     Their  fear  seems  to 
be  due  in  part  to  a  feeling  that  the  deformed  are  out  of  harmony  with  the  forces  of  nature,  and  that 
contact  with  them  may  bring  disharmony  to  one's  own  life,  according  to  the  principles  of  contagious 
magic.     In  addition,   they  think  that  since  a  person  cannot  be  physically  active  because  of  his  deform- 
ity, he  may  try  to  gain  power  or  exert  riches  in  an  abnormal  way.     There  is  great  premium  on  physical 
perfection.     In  the  ceremonials,  there  is  a  strict   injunction  against  the  part  of  any  god  being  played 
by  anyone  with  a  physical  deformity.     Physical  strength  is  of  great  value  in  carrying  on  the  activities 
necessary  for  maintaining  life  among  the  Navaho.     In  the  case  of  both  the  Navaho  and  the  Chagga ,  while 
their  living  abode  is  fixed  they  both  gather  and  hunt,  as  well   as  do  some  herding. 

The  two  cultures  where  destruction  was  reported  as  a  consistent  practice  were  classified  as 
gathering,  fishing,  and  hunting  economies.  It  would  appear  that  a  proportionally  larger  percent 
of  the  cultures  in  the  herding  and  agriculture  economy  do  not  practice  destruction  of  their  dis- 
abled members.  This  may  lend  some  support  to  the  proposition  that  in  an  economy  where  a  livelihood 
is  more  predictable  and  consistent  the  group  is  able  to  maintain  the  disabled  with  less  danger  to 
the  total  welfare  than  in  the  gathering  economy  where  sustenance  is  on  a  more  or  less  day-to-day 
bas  i  s . 

A  comparison  was  made  of  the  type  of  residence   (i.e.,  migration,  permanent  abode)  as   it  related 
to  the  cultural   practices  of  destruction  or  nondestruct i on  of  the  handicapped.     The  results  of  this 
comparison  are  tabulated   in  Table  III  according  to  number  and  percent. 

TABLE  I  I  I 

The  Number  and  Percent  of  Cultures  Practicing  Destruction 
or  Nondestruct i on  of  the  Disabled  According 
to  Type  of  Residence 


Migratory                  Permanent  Seasonal 
Treatment  Res  i  dence  Residence  Migration  Tota  1 


N 

% 

N 

% 

N 

% 

N 

% 

Destruct  i on 

2 

33 

0 

2 

8 

Nondest  ruct  i  on 

3 

50 

15 

83 

2 

100 

20 

77 

1  neons  i  stent 

1 

17 

3 

17 

k 

15 

Total 

6 

100 

18 

100 

2 

100 

26 

100 

The  data  would  seem  to  indicate  that  there  is  less  destruction  among  the  cultures  having  a 
permanent  living  abode.  The  two  cultures  reporting  destruction  practiced  migration  and  did  not 
maintain  permanent  residences. 

Practices  of  Protection  and  Mistreatment 

There  are  indications  that  while  some  cultures  do  not  destroy  their  handicapped  as  a  general 
practice,   they  subject  them  to  other  types  of  personal  and  social   abuse  and  torment.     Other  groups 
practice  the  other  extreme  and  consider  the  disability  as  an  act  of  fate  which  brings  special 
privilege  or  consideration  to  the  individual. 

Among  the  Tibetians,  a  child  born  with  an  extra  finger  is  lucky,  but  a  child  born  with  a  number 
short  or  with  fingers   incomplete  is  unlucky.     Likewise,  among  the  Azande ,  a  supplementary  finger  or 
toe  is  a  valued  addition  and  this  characteristic  is  reported  to  be  surprisingly  common.     A  child 
born  with  six  fingers  or  toes  among  the  Chagga  has  the  extra  one  cut  off  and  thrown   into  a  thicket 
to  prevent   it  from  being  used  for  magical   purposes.     Left-handed  children  are  in  some  instances 
especially  protected  and   in  others  they  are  killed.     The  Yakut  believe  that  a  boy  with  a  birthmark 
is  a  very  fortunate  sign. 

In  Afghanistan,  the  fact  that  a  man  is  "different"  affords  him  a  sure  and  certain  protection. 
Deformed  children  of  either  sex  born  a  "hunchback"  among  the  Ashanti  were  sent  to  the  court  of  the 
King  to  be  trained  as  heralds.     Heralds  were  sent  as  envoys  when  war  was   imminent;  a  herald  delivered 
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his  master's  terms  and  stated  that,   if  these  terms  were  not  acceptable,  he  might  be  killed.  The 
practice  was  that,    instead  of  doing  this,   they  could  cut  off  the  little  finger  of  his  left  or  right 
hand  or  middle  finger  of  the  right  hand.     This  was  equivalent  to  a  declaration  of  war.     A  herald's 
duty  also  included  that  of  town  sanitary  inspector  and  tax  collector.     A  herald  had  access  to  the 
King's  harem  because  the  King  called  heralds  his  wives.     They  were  also  court  Jesters  and  were 
privileged  to  say  very  much  what  they  liked  to  their  masters.     They  often  served  as  spies.     In  this 
same  culture,  a  "mad  man  or  woman"  used  to  be  fastened  to  a  tall   palm  tree  and  left  to  die  unless 
his  relatives  chose  to  bring  him  food,  and  a  chief  might  be  dethroned  for  any  serious  bodily  infirm- 
ity. 

A  number  of  other  unique  occupations  have  been  devised  by  or  for  the  disabled  of  various  cultures. 
Blind  men   in   Iran  recite  poetry  and  tell   stories  for  a  living.     It   is  reported  that  their  ability  to 
memorize  vast  quantities  of  poetry  is  astonishing.     In  Formosa,  among  the  Japanese,  schools  are  main- 
tained where  handicapped  pupils   (blind  and  deaf)  are  taught  various  skills,  such  as  the  weaving  of 
Panama  hats  and  massage.     Graduates  of  the  massage  school   are  assigned  districts  where  they  go  every 
evening  from  nightfall   until  midnight,  with  a  whistle  or  pipe  and  a  tune  peculiar  to  each  masseur. 
Many  blind  people  in  Korea,  both  men  and  women,  are  said  to  make  a  living  as  exorcists.     Some  also 
have  taken  up  the  practice  of  shamanism.     Having  been  deprived  of  their  eyesight,  they  are  believed 
to  have  acquired  an  inner  vision. 

The  following  is  reported  of  the  Polar  Eskimo: 

When  anything  unusual  happened  and  you  wished  to  hear  of  the  matter  from  various 
points  of  view,  you  had  only  to  go  down  to  Tateraq.     He  was  the  palsied  man,  who 
lay  out  on  his  sledge  day  and  night,  all   through  the  summer;  nothing  that  happen- 
ed as  far  as  eyes  could  reach  escaped  his  vigilance,  and  when  he  called  out,  as 
he  occasionally  did,  you  were  quite  certain  to  see  the  whole  place  bestir  itself; 
everybody  knew  that  the  helpless  man  on  the  sledge  had  nothing  to  do  but  wait  for 
something  to  happen.     And  should  there  be  a  paucity  of  happenings  now  and  again, 
he  would  take  refuge  in  his  dreams,  which  often  augured  remarkable  things;  and  in 
this  way  he  succeeded   in  keeping  the  interest  of  the  public   in  himself  alive  (3). 

The  plight  of  the  handicapped  among  the  Crow  was  to  follow  in  the  wake  of  the  camp,  picking  up 

what  food  others  had  scorned.     However,  an  act  that  was  rare  but  said  to  take  precedence  among  all 

others  was  turning  back  one's  horse   in  the  face  of  the  enemy  to  rescue  a  fellow  disabled  tribesman. 
Only  those  who  had  performed  this  deed  were  permitted  to  ride  with  the  women  captured. 

Among  the  Vietnamese,  distinction  has  always  been  made  between  the  "incapacitated"  beggar  and 
the  "healthy  and  lazy"  beggar.     Victims  of   insanity  are  chained   in  one  room,  even  for  years  after 
they  are,  to  all   appearances,  cured. 

The  Azande  practice  the  relationship  of  "blood-brother,"  a  ceremony  of  drinking  blood  with  a 
friend,  which  obliges  each  to  assist  the  other  and  to  respond  to  any  demand  the  other  may  make.  In 
this  way,   real   destitution   is  unknown.     A  story  was  told  of  a  physically  helpless  man  who  made  a 
point  of  contracting  alliances  of  blood  with  two  or  three  influential  men  of  the  neighborhood.  These 
men  provided  him  with  a  home  and  food. 

Public  jeering,  joking,  and  mocking  seem  to  be  a  rather  common  fate  for  the  disabled.  The 
Burmese  are  reported  to  have  gardens  where  the  deformed  can  find  a  secluded  place  from  public  Jeer- 
ing.    Among  the  Navaho,  Jokes  and  nicknames   include  pertinent  references  to  physical  or  behavior 
qualities—a  few  examples  are:     Woman  with  Club  Foot,  Thick  Mush  Face,   Stutterer,  The  Hunchback, 
Lame  Man's  Son-in-law,  Crawling  Man's  Brother-in-law  (1).     In  Thonga ,  children  who  mock  at  cripples 
are  severely  beaten  by  the  headman  and  the  offended  party  has  the  right  to  claim  a  fine. 

These  reported  practices  of  protection  or  mistreatment  were  analyzed  for  19  cultures   (data  not 
available  from  other  cultures   in  the  study)  as  to  the  relationship  existing  between  them  and   (a)  the 
type  of  economy,    (b)  the  type  of  living  abode. 

In  Table  IV  there  is  summary  of  the  number  and  percent  of  cultures  practicing  protection  or  mis- 
treatment of  the  disabled  according  to  the  type  of  economy. 


12 


TABLE  IV 


The  Number  and  Percent  of  Cultures  Practicing  Protection  or 
Mistreatment  of  the  Disabled  According  to  Type  of  Economy 


Treatment 

Gather 

ing, 

ond  Huntincj 

Herd 

i  ng  and 
cul tural 

Total 

N 

% 

N 

% 

N 

% 

Protect  i  on 

1 

\k 

6 

35 

7 

29 

M  i  s  treatment 

3 

43 

7 

41 

10 

42 

Incons  i  stent 

1 

14 

2 

1  2 

3 

12 

No  Data 

2 

29 

2 

12 

17 

Total 

7 

100 

17 

100 

24 

100 

The  data  seem  to  indicate  that  more  disabled  persons  receive  protection  in  herding  and  agricultural 
societies  than  in  the  gathering,  fishing,  and  hunting  societies.  However,  the  converse  may  not  be  true 
in  that  an  almost  equal   proportion  are  mistreated  in  the  two  economies. 

Table  V  shows  the  number  and  percent  of  cultures  practicing  protection  or  mistreatment  of  the  dis- 
abled according  to  the  type  of  residence. 

TABLE  V 


The 
Mi 

Number  and  Percent 
streatment  of  the  D 

of  Cultures  Practic 
isabled  According  to 

ing  Protection  or 
Type  of  Residence 

Treatment 

Mi  gratory 
Res  i  dence 

Permanent 
Res  i  dence 

Seasona 1 
M  i  grat  i  on 

Total 

N  % 

N 

% 

N             %  N 

% 

Protect  i  on 

1  25 

6 

32 

7 

29 

M  i  streatment 

3  75 

7 

36 

10 

42 

1  neons  i  stent 

3 

16 

3 

12 

No  Data 

3 

16 

1  4 

17 

Total 

4  100 

19 

100 

1  24 

100 

There  would  appear  to  be  some  relationship  between  the  permanency  of  the  living  arrangement  and 
the  protection  of  the  disabled.     The  data  seem  to  indicate  that  the  disabled  are  mistreated  to  a 
greater  extent  among  migratory  cultures.     However,  within  the  permanent  type  of  residence  group, 
about  an  equal   proportion  of  the  cultures  protected  and  mistreated  disabled  persons. 


Concl us  ion 


A  study  was  made  of  the  treatment  of  handicapped  persons   in  26  primitive  cultures  from  data 
reported  in  the  Human  Relations  Area  Files.     The  data  were  organized   in  defined  category  areas,  and 
tabulations  were  made  according  to  the  reports  of  the  groups'  practices  of  these  variables.  The 
small   sample  of  cultures   indicates  that  findings  are  subject  to  cautious  interpretation. 

Several   observations  and  implications  for  further  consideration  and  study  should  perhaps  be 
mentioned.     The  circumstances  surrounding  the  onset  of  the  disability  appears  to  be  of   importance  in 
terms  of  social    reaction  and  treatment.     To  be  disabled  through  defending  the  group  may  be  a  much 
more  honorary  state  than  being  born  with  a  disability.     In  addition,  work  skills  or  useful  occupations 
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in  themselves  are  highly  prized  both  by  groups  and  individuals.  This  may  be  a  variable  of  crucial 
importance  for  further  study. 


!n  cultures  where  a  transition  may  be  occurring  from  gathering,  fishing,  and  hunting  to  herding 
and  agriculture,  a  shift  may  also  be  taking  place   in  the  area  of  social   responsibility.     With  more 
data,   this  question  could  perhaps  be  pursued. 

In  our  own  society,   the  problems  faced  by  the  disabled  are  many  and  complex.  It  has  not  been 
long  ago  since  some  of  the  treatment  reported  here  was  all  but  common  in  our  midst  and  undoubtedly 
semblances  still   remain.     These  attitudes  and  practices  have  deep  cultural   roots.  Gaining  a  cross- 
cultural  perspective  may  help  us  to  clarify  the  cultural   elements  and  implications  of  our  own  prac- 
tices.    This  might  lead  to  a  deeper  understanding  of  these  attitudinal  problems  as  well   as  the 
nature  of  the  prejudice  and  resistance  involved   in  their  solution. 
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HUMAN  I  TAT  I  ON:     A  PHILOSOPHY  FOR  HUMAN  RESOURCES 
Frederick  A.  Whitehouse 


I  am  going  to  speak  to  you  about  something  which  has  filled  my  thoughts  for  a  long  time.      I  do 
it  with  some  hesitation  but,   1   feel,  with  some  courage  and,    I   trust,  some  persuasion  since  1  want 
you  also  to  be  a  party  to  this. 

You  may  not  agree,  but   I  do  hope  that  you  will   find  something  that  will   arouse  your  interest 
and  challenge  you  to  seek,  along  with  me,  some  better  method  of  approach  to  our  concept  of  our 
Jobs  and  our  obligations  to  our  fellow  man. 

We  are,    I   suspect,  at  the  crossroads     of  a  spiritual   and   intellectual  decision.     Either  we  are 
going  to  continue  our  present  negative  attitude  toward  man  and  his  destiny  and  commit  ourselves  too 
far  along  the  road  to  disorganization  or  we  are  going  to  refocus  our  moral   principles  on  the  devel- 
opment of  man.     Either  we  are  going  to  persist   in  constricting  and  enslaving  man  through  our  present 
negligence  or  we  are  going  to  establish  the  means  and  opportunity  for  him  to  become  freer,  through 
the  enhancement  of  his  potentialities. 

Either  we  are  going  to  continue  the  increasing  narrowness  of  our  professions,  with  constant 
splitting  and  the  subsequent  removal   from  the  main  stem  of  science  into  smaller  and  smaller  off- 
shoots, with  treatment  teams  getting  larger  and  larger  to  offset  this,  and  with  specific  treatment 
getting  narrower  and  less  related,  or  we  are  going  to  plan  for  better  synthesis  of  our  professional 
concepts,  practices,  and  methods. 

Early  man  had  to  devote  most  of  his  time  to  the  simple  process  of  just  staying  alive  because  of 
his  struggle  to  obtain  food  and  resist  his  enemies.     Modern  man,  although  still   primitive,  has,  and 
will   continue  to  have  increased  opportunity  to  cultivate  himself  and  to  seek  new  ways  of  serving  his 
fel  1  ow  men  . 

Our  heritage,    in  science,  shows  growth  by  a  constant  process  of  producing  ideas,   followed  by 
assimilation,  modification,  synthesis,  and   i ntegrat i on--then  again  by  splitting,   to  be  subsequently 
rearranged  after  development,    into  more  complete  truths.     We  are  at  the  stage  of  dividing  and  col- 
lecting,  the  pace  is  quickening  and  the  growing1  minuteness  of  specialization  is  making  new  facts 
less  relevant.     This   is  the  time,    I   believe,   for  consolidation. 

What   I   seek  is  a  philosophy  which  might  be  a  rallying  point  and  a  challenge.     One  which  might 
enable  us  to  reinforce  the  value  of  man,  one  which  will   tend  to  make  our  efforts  more  effective 
through  a  common  focus  and  mutally  clear  goals,  one  which  might  have  a  universal   philosophic  core 
of  treatment  for  better  service  to  man. 

This  paper  can  only  touch  upon  the  countless  ramifications  that  may  be  pertinent  to  this  topic. 
It   is  a  1 i f et ime-- i ndeed ,  an  endless  task--and  so  I  can  only  suggest,  only  indicate,  some  selected 
significances.     I   submit  this  document  as  an  attempt  to  stimulate  others  to  take  up  s imi 1 ar,  ventures 
so  that   in  the  passage  of  time  and  after  many  efforts  a  higher  finer  level   of  service  may  be  obtained. 

Although  this  paper  must  be  seen  as  the  influence  of  the  times  upon  a  particular  human  organism, 
our  day  and  age  is  molding  many  similar  expressions.     This   is  the  reason  why  anyone  may  dare  propose 
a  topic  which  may  have  considerable  implications  since  there  are  many  others  ready  to  share   in  the 
authorship,   through  a  similarity  of  experiences  and  impressions. 

Human  i  tat  I  on 

Humanitation   is  a  philosophy  which  seeks  to  establish  a  science  and  method  for  focusing  upon 
the  cultivation  of  man  through  the  development  of  two  major  concepts—human  economy  and  scientific 
economy. 

Human  economy  would  be  based  upon  the  assumption  that  our  chief  obligation  is  to  serve  every 
man  through  a  planned  effort  throughout  his  entire  life,   to  provide  him  with  the  maximum  opportunity 
to  live  as  constructive  a  life  as  his  ability  will   permit.     This  concept  cannot  be  achieved  under 
the  present  circumstances  without  the  confluence  of  a  scientific  economy. 

Address  to  the  Ohio  Welfare  Conference,  Toledo,  Ohio,  September  12,   1956.     Included  by 
permission  of  the  author. 
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Scientific  economy  would  be  based  upon  the  assumption  that  a  synthesis   is  required  of  the  major 
concepts  of  medicine,  public  health,   the  social   sciences,  and  rehabilitation  into  a  general  scien- 
tific framework  common  to  all   treatment  sciences. 

This  combined  core  would  provide  the  philosophy,  principles,  and  concepts  for  the  application 
of  the  comprehensive  science  of  human! tation  to  be  guided  by  treatment  sciences  and  public  policy. 
Human i tat  ion ,   then,  would  be  the  development ,  enhancement ,  and  ut I  1 i zat  ion  of  human  resources . 

Human  Economy 

Human  economy  would  seek  to  bring  to  man  continuous,   related,  and  comprehensive  services  for 
all  persons  and  for  all  ages. 

The  chrome-plated,  vitamin-packed  man  in  an  electronically  protected  environment,  as  conjured 
by  medicine,  public  health,  and  engineering  sciences,  must  be  supplemented  by  a  method  of  enabling 
man  to  apply  himself  constructively  to  the  manipulation  of  his  environment  through  the  therapy  of 
his  work.     I   say  "therapy  of  his  work"  because  man  will   not  obtain  good  health,  nor  retain  it, 
unless  his  mind  and  body  are  suitably  employed      However,  we  must  develop  the  means  and  opportunity 
for  him  to  exercise  his  psychophysical  constitution   in  the  healthiest  and  most  creative  manner. 
Rehabilitation  has  pointed  out  some  of  the  means  of  utilizing  man's  biosocial  nature. 

Consequently,  I  would  say  the  effort  we  now  make  for  the  ill,  the  disabled,  and  the  unfortunate 
should  be  applied  perceptively  to  a  1  I  our  citizens  rather  than  wait  for  the  inevitable  distortion  or 
breakdown  of  age  or  circumstances. 

The  constructive  means,  which  we  have  instituted  today,  by  which  we  guide,  advise,  educate, 
nurture,  and  mold  the  mass  of  our  population,  must  be  Increased,  made  more  intensive,  and  applied 
with  due  appreciation  of   individual   differences  to  all. 

Our  present  negative  approach   is  to  wait  until    illness  or  disablement  strikes  and  then  to  treat, 
ameliorate,  or  restore.     Often  the  point  has  been  reached  when  such  conditions  are  beyond  our  ability 
to  treat.     The  pos  i  t  i  ve  approach  would  be  to  protect,  preserve,  and  cultivate  constructive  mental  , 
physical,  and  spiritual   health  and  to  provide  man  with  the  knowledge  to  live  an  intelligent  and  pro- 
ductive 1  i  f  e. 

Politically,  some  view  with  alarm  what  they  call   the  Welfare  State  and  surely  there  are  aspects 
of  this  which  could  be  harmful.     Basically,  however,   these  people  are  distorting  what  we,    in  the 
humanistic  sciences,  are  trying  to  do.     We  are  endeavoring,  through  service,  to  make  man  less  de- 
pendent and  more  self-dependent  by  freeing  him  from  the  causes  of  dependency.     Security,  per  se ,  is 
not  enough  but   is  the  other  side  of  the  coin  of  Independence  and  so  they  belong  together.     In  other 
words,  we  must  not  see  security  as  only  "protective"  but  also  as  "constructive  opportunity"  and  the 
more  constructive  opportunity  we  develop  the  less  need  there  is  for  pure  and  simple  "protection." 

We  speak  of  giving  man  "equality  of  opportunity"  when  it  would  be  better  to  say  that  we  should 
see  that  he  obtains  max  imum  opportunl ty.     Man   is  freest  by  having  the  knowledge  and  the  power  to 
make  constructive  decisions  through  the  fullest  opportunity  for  choice.     Man  is  freest  when  he  has 
maximum  information  about  choices  so  that  the  choice  of  evil  will  appear  out  of  the  question. 

Yet,  man  Is  seldom  provided  with  enough  information  and  personality  balance  to  make  the  correct 
choices  In  terms  of  his  well-being.     Frequently  he  faces  the  position  of  not  seeing  alternatives, 
even  alternatives  which  are  merely  lesser  evils. 

So  equality  of  opportunity,  which  is  considered  to  be  his  right,   is  the  right  so  often  to  be 
abandoned  until   a  harmful  condition  is  apparent  even  to  our  dull  perceptibilities.     Then  in  guilt, 
we  attempt  to  provide  treatment,  but  we  repay  ourselves  frequently  by  making  him  as  dependent  as 
possible,  by  taking  as  many  decisions  away  from  him  as  we  can. 

Man  is  freest  when  his  potentials  are  developed,  when  his  ability  to  grow  mentally,  physically, 
and  spiritually  Is  given  full  opportunity.    We  must  avoid  evil  by  a  positive  attack.     We  must  be 
placing  in  his  hands,  and  those  who  would  educate,   inform,  and  guide  him,  the  means  for  him  to 
achieve  a  full  personal  development  of  his  abilities  which  will    inevitably  lead  to  more  Intelligent 
actions  on  his  part,  and  to  an  avoidance  of  those  decisions  which  lead  him  to  physical  and  social 
d  i  saster . 

Delinquency  and  illness  do  not  arise  suddenly  out  of  the  blue  but  are  usually  merely  the  points 
of  notice  of  a  long  series  of  preceding  and  related  causes.     Consequently,  a  continuity  of  effort, 
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with  full  appreciation  of  its  relatedness  to  development,  must  be  a  lifetime  service.     Society  and 
its   institutions  which  do  the  molding  must  be  perceptive  to  what   is  being  formed,  not  only  for  the 
mass,  but  for  each  individual.     In  the  future,  a  democratic  society  may  "lose"  a  citizen  through 
death  but  never  through  its  own  lack  of  protective  devices.     Crew  (1)  speaks  perceptively  about 
this  when  he  refers  to  the  "disease  evoking  qualities  of  our  society  and   its  institutions." 

It  might  be  said  that  we  could  be  forcing  man  into  a  rigid  pattern  of  our  own  conception  of 
what   is  good  for  him  and  this   is  certainly  a  danger.     But  what   is  free  about  a  man  who  is  uninformed 
unprepared,  and  financially  bereft  and  who  wanders   into  a  desert  without  covering,  food,  water,  a 
compass,  or  knowledge  of  the  consequences?    We  want  to  see  man  maximally  equipped  for  life,  with  a 
knowledge  of  what  he  needs  and  the  opportunity  to  increase  his  own  potentials.     He  may  still  wander 
into  the  desert  but  with  full    information,  freedom,  and  an  appreciation  of  alternatives  for  a  wise 
choice.     He  will  prepare  and  equip  himself   if  he  decides  this   is  to  be  his  course  of  action. 

Are  we  making  him  a  poor  competitor  with  all   fears  removed  and  challenges  solved?     Hardly.  For 
this   is  holding  an  oversimplified  concept  of  "competition."    The  greatest  men  are  not  competing 
aga  i  nst  each  other  but  compet  ing  aga  i  nst  the  unknown ,    i.e.,     compet  i  ng  for  man.     Man  will  always 
seek  a  challenge  and  the  proper  channeling  of  this   is  not  against  man  but  w  i  th  man .  Competition 
directed  against  man   inevitably  leads  to  the  complete   irrationality  of  war. 

Man  has  frequently  achieved  what  was  considered   in  his  day  to  be  impossible  or  fantastic. 
What  then  is  not  possible  for  h im--espec i a  1 1 y  since  directed  and  applied  effort  has  usually 
resu 1  ted   i  n  v  i  ctory? 

Scientific  Economy 


The  treatment  professions  also  seem  to  lack  a  clear  philosophy  or  at  least  a  commonly  under- 
stood one.     A  similar  statement  might  be  made  in  reference  to  community  services  and  the  general 
lack  of  a  workable  system  of  coordination  of  effort.     Yet  this  crys ta I i zat i on  must  precede  the 
development  of  a  real   scientific  economy.     If  we  are  to  explore  more  effective  parsimony  in 
method,  generate  new  concepts  through  synthesis,  and  arrive  at  a  more  refined  conceptual  basis 
for  human  treatment,  we  must  acquire  a  philosophy  as  a  guide:     for  this   is  what  motivates  us, 
what  causes  us  to  select  one  road  or  another,  what  drives  us  along  the  various  paths  we  might 
choose . 

Ideally,   there  should  be  only  one  profession,  one  philosophy,  and  one  method—total  treatment 
by  one  comprehensive  science.     However,  our   ignorance  and  confusions  have  caused  us  to  postulate 
various  categories  of  knowledge  called  professions.     These  have  been  necessary  and  excellent  to  a 
point,  but  this  system  has   limitations.     Man,  as  the  most  complicated  mechanism,  can  never  be  fully 
understood  or  fully  treated  by  any  one  present  discipline,  but  we  may  be  able  to  make  a  better 
approach  than  we  have  achieved. 

Yet,  we  are  wasting  much  of  our  efforts,  much  of  our  resources,  too  much  of  our  valuable  time 
because  we  do  not  have  a  unifying  philosophy  or  a  unifying  method.  We  have  set  up  the  goal  of  the 
"total  man"  but  we  have  yet  to  provide  anything  like  total  treatment.  Let  us  consider  briefly  one 
major  concept   In  treatment  that  needs  c 1 ar i f i cat i on-- that  of  the  "whole  person." 

I  cannot  go  into  the  evidence  here  for  the  assumption  that  the  "whole  person"  focus   is  the  true 
basis  for  all   treatment,  but  assuming  its  correctness,    i.e.,   that   it   is  the  best  postulate  for  the 
treatment  sciences,   there  then  remains  the  needed  provision  for  employing  a  science  of  treatment 
which  will  best  meet  this  requirement.     Since,  at  this  time,    in  our  humanistic  science,  development 
of  such  an  ideal    is  not  available  to  us ,    it   is   important  that  we  develop  and  delineate  a  therapy 
which  will,  by  its  description,  give  us  good  clues  as  to  alternatives,  and  to  the  selection  of  the 
best  of  these  for  trial. 

But  actually  when  one  speaks  of  the  "whole  person,"  what  does  one  mean?     I  would  assume  that  it 
means  the  physical,   social,  psychological,  vocational,  and  environmental  composite  all   viewed  in 
balance  and   in  relationship  to  each  other.     While  every  profession  is  admonished  to  "treat  this 
whole  man,"  It   is  evident  that  any  one  profession  is  pitifully  inadequate  to  this  challenge.  For 
wholeness  is  obviously  limited  to  the  individual's  profession,  training,  experience,  and  personal 
capacity.     Yet,  even  here  one  cannot  deal  with  the  wholeness  of  his  own  specific  discipline  and 
compromise  must  be  sought.     So  that   in  reality,   the  best  one  can  do  is  to  become  as  qualified  as 
possible   in  one's  own  profession.     Yet,   this  too  has   its  drawbacks  since,  under  some  circumstances, 
such  study  might  replace  an  opportunity  for  learning  outside  one's  profession. 

I   suppose  then  what  we  are  really  saying  is:     "do  as  comprehensive  a  job  as  you  can  from  your 
own  discipline  in  terms  of  following  leads  and  checking  suspicions  with  others  of  your  colleagues 

17 


in  other  areas,  consult  with  those  who  you  think  may  help  outside  your  profession  and  then,  before 
you  finish,  help  the   individual    fit    into  his  setting." 

This   is  a  noteworthy  goal   and   it  may  enable  one  to  do  a  better  Job  in  the  usual  case  but  not  in 
the  atypical   case  for  "the  detection,  delineation  and  prognosis  of  a  need  can  be  made  only  by  the 
profession  specifically  oriented  by  education,  training,  and  experience  to  do  so"  (2).  Consequently, 
the  oft  heard  expression  "we  refer  when  indicated"  is  really  only  a  pious  way  of  saying  "we  refer 
when  we  detect  the  very  obvious."    Moreover,  the  more  we  learn  about  the  individual   the  less  the 
case  is  usual  or  typical. 

We  have,   therefore,  developed  teams  to  handle  this  "whole  person."    However,    it   is  becoming 
increasingly  obvious  that  a  team     in  spite  of  many  drawbacks,    is  able  to  do  such  a  superior  job 
that   it  seems  truly  that  every  person  who  may  need  help  needs  a  careful   comprehensive  screening 
because   individual   professions  miss  so  much.     Yet,   this   is  uneconomical    financially  and,  even 
more  so,  scientifically.     Still,    it  may  be  our  only  recourse.     Important  to  any  consideration 
moreover,   is  the  increase  in  new  professions  as  well   as  the  broadening  of  each  one — so  that  we 
may  face  the  prospect  of  larger  and  larger  teams  with  the  concomitant  problem  of  coordination 
and  communication  greatly  i ncreased--perhaps  to  the  point  of  poor  return. 

I  believe  that  the  chief  contributor  to  a  solution  has  been  the  growth  of  rehabilitation.  It 
will   achieve  even  more  of  an   influence  when  rehabilitation  is  seen  also  as  a  philosophy  which  should 
influence  and  permeate  all   treatment  sciences  and  not  so  much  a  method  to  be  applied  "when  indicated." 

I   shall  merely  itemize  some  of  the  present-day  methods  of  operation   in  our  treatment  fields 
which  seem  to  be  offering  partial  solutions: 

1.  Multiple  screening,  by  hospitals  and  for  research  studies,  such  as  was  done  by  the 
Commission  on  Chronic   Illness  among  others. 

2.  Limited  screening,  such  as   is  often  a  part  of  good  industrial  medical  practice. 

3.  Comprehensive  medicine  type  courses  such  as  are  becoming  an  Increasing  part  of 
medical  education. 

h.     Comprehensive  Services  such  as  are  a  part  of  the  large  well-balanced  rehabilitation 
center  and  which  screens  as  well   as  offers  treatment  services. 

5.  Clinics  which  nay  be  of  several   kinds:     medical,  psychiatric,  guidance,  counseling, 
and  others  and  which  employ  several  professions. 

6.  Mu 1 t i d i sc i p I i ne  teams,   the  use  of  which   is   increasing  rapidly.     Usually  they  employ 
a  greater  variety  of  professions  and  their  philosophy  and  practice  are  more  compre- 
hensive than  the  clinic  team.     Cardiac  Work  Evaluation  Units  or  Clinics  are  examples 
which  fit   in  between  these  latter  categories. 

All   of  these  require  further  development  before  we  think  of  discarding  any.     The  real  problem 
i  s  not  so  much  that  we  need  to  f  i  ght  ev  i 1  ,  as   it   i  s  to  f  i  ght  what   i  s  good  to  ach  i  eve  someth  i  ng 
better . 

It   is  quite  apparent,   then,   that  we  need  a  determined  and  planned  effort  for  consolidation 
which  must  be  a  continuous  task,  a  constant  fight  against  the  multiplication  of  minor  concepts 
through  the  construction  of  major  ones. 

Time  will   not  permit  me  to  go  specifically  into  solutions.     I  would  say  first  that  we  must 
have  faith   in  man's  ability  to  develop  a  humanitarian  focus.     This  will  make  the  development  of 
a  scientific  economy  easier.     But  we  must  make  a  start.1     We  cannot  wait  for  miracles,  new  drugs, 
or  a  genius  who  will  magically  solve  our  problems.      Indeed,  work  on  our  part  can  uncover  and 
locate  these  things  for  us  and  make  more  meaningful   the  unassembled  mosaic  of  our  present  knowl- 
edge . 

One  of  the  burdens,  which  society  has  always  faced  and  which  perhaps   it  will  continue  to  be 
constricted  by,    is  the  belief  of  the  complacent,  status  quo  groups  who  invariably  say:     "We  are 
doing  all   right;   look  how  far  we  have  come!     We  are  progressing  nicely."    Yet  this   is  what  every 
age  has  said.     Can  we  really  admit  how  abysmally  poorly  we  actually  are  doing  in  the  light  of  our 
ideals  or  even  compared  to  our  best  knowledge? 

Perhaps  another  burden  is  the  way  we  stifle  those  who  speak  contrary  to  our  set  beliefs.  If 
the  man  is   in  a  high  position  of  trust,  he  is  afraid  of  losing  confidence  and  effectiveness   if  he 
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speaks  his  mind.     Some  men  may  not  be  so  high  but  carry  the  heavy  alternative  of  wrath  from  their 
professional   society  or  from  other  controlling  groups. 

Should  a  man  speak  if  he  knows  only  a  few  will    listen  and  perhaps  not  have  the  courage  to  sup- 
port him?     In  any  case,  we  must  make  it  easier  for  him  to  speak;  we  must  become  more  receptive  to 
his  voice.     We  must  not  penalize  a  man  with  the  loss  of  respect,  worldly  benefits,  and  even  disgrace 
because  he  has  the  courage  to  promulgate  his  beliefs. 

In  every  age,  we  have  disregarded  many  men  who  spoke  the  truth.     To  whom  are  we  closing  our  ears 
today?     Undoubtedly,  we  are  scoffing  at  men  who  tomorrow  we  shall   revere,  but  who  are  they?  And 
where  are  they?     In  the  past,  a  number  were  usually  found   in  Jail   or  ostracized  and  this   is  almost 
inevitable,   for  the  real   genius   is  not  understood   in  his  lifetime  but  only  appreciated  by  posterity 
since  he  transcends  the  age.     It   is  only  partially  true  to  assume  that   it   is  because  he  knows  the 
present  so  well   that  he  cannot  be  understood.     It  is  really  because  he  understands  the  past  even 
better  that  the  movement  toward  the  future   is  much  clearer.     The  detail  of  the  microscope  with  which 
we  are  so  often  concerned   is  secondary  to  the  real   nature  and  location  of  the  object   in  the  scheme 
of  things.     The  philosopher   is  the  true  genius  but   it  would  be  a  mistake  to  assume  that  there  is 
only  one  kind  of  philosopher,   those  who  express  themselves   in  verbal  concepts.     There  are  others 
whose  expressions  are  in  terms  of  the  tangible  manipulation  of  the  environment.     Perhaps  the  most 
effective  of  all,    in  terms  of  progress,    is  the  man  who  can  make  a  combination  between  the  two- 
hopeful  ly  our  professional  worker  of  today  or  at  least,  tomorrow. 

A  few  words  should  be  said  about  the  present  struggle  to  devise  a  method  of  better  coordination 
of  community  services.     Today,  a  good  deal  of  interest  centers  around  rehabilitation.     Yet,  a  group 
frequently  sits  around  a  table,  each  one  convinced  that  his  definition  of  rehabilitation,  his  method, 
his  agency  is  the  central   pivot  and  needs  more  attention  than  any  other.      It   is  very  similar  to  the 
one  dimensional  view  that  may  be  seen  when   individual   professions  sit  together  in  a  team.  Notwith- 
standing the  acknowledged  drawbacks  of  the  vested   interest,   the  rigid,  outdated  executives,  the 
possess i veness  of  boards  of  trustees,  and  the  competitive  social  enterprise  drive,    I   fear  that  I 
must  reiterate  that  the  essential  need   is  for  a  common  philosophy  and  a  clear  definition  of  what 
they  are  really  trying  to  do.     This   is  the  first  and  most   important  step  and   it  cannot  be  quickly 
brushed  aside  if  common  purposes  are  to  be  achieved. 

I   think  I  would  rephrase  Albert  Schweitzer's  exalted  expression,  "reverence  for  life,"  and 
typify  what   I   think  our  beliefs  should  be  as  "reverence  for  man"  for  nothing  should  alter  or 
deviate  us  from  the  nature  of  our  real  purpose. 

I  refuse  to  believe  man  is  headed  for  destruction,  but  that  he  can  shape  his  destiny  and  will 
do  so. 

I  deny  that  man   is  basically  evil,    irrational,  sinful,  self-seeking,  or  doomed. 

I  affirm  that  he  is  basically  constructive,  altruistic,  and  destined  for  greatness. 

We  are  committed  professionally,  politically,  intellectually,  emotionally,  and  morally  to  a 
courageous  affirmation  of  what  we  strive  for  as  human  beings--a  resistance  against  ignorance  and 
against  death. 

Man  has  been  wasteful  of  his  most  priceless  possess i on--h i s  human  resources.     Too  often  we  have 
considered  that  our  Job  was  finished  when  we  kept  people  alive  when  in  danger  of  death.     Our  efforts 
beyond  this  point  have  progressed  very  little  and  usually  we  have  applied  ourselves  only  to  obvious 
deviation.     Our  social   delinquency  has  resulted   in  a  severe  lag  to  our  humanism  while  treatment 
sciences  have  been  wandering  without  a  unifying  focus.     The  sooner  we  are  all   able  to  change  these 
directions  and  sets  of  values  through  a  concentration  on  the  development,  enhancement,  and  utiliza- 
tion of  every  citizen,  aided  by  a  purposeful   focusing  and  strengthening  of  our  social   sciences,  the 
sooner  we  shall  make  this  the  Humanic  Age. 
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ROOTS  OF  PREJUDICE  AGAINST  THE  HAND  I  CAPPED 


Will! am  Gel Iman 

Prejudice  toward  handicapped  persons  with  their  open  or  hidden  rejection  by  the  nonhand i capped 
occurs  at  all   socio-economic  levels  and   in  all   regions  of  our  country.     It   is  evident   in  the  social, 
educational,  and  vocational   discriminations  which  hamper  disabled  persons.     It   is  obvious   in  the 
institutional   gates  which  separate  the  severely  disabled  from  the  community  of  the  nondlsabled.  It 
is  apparent   in  the  difficulties  which  the  handicapped  face  in  securing  employment.     It   is  clearly 
manifest   in  the  self-depreciation  of  the  disabled. 

Language  and  thought  confirm  the  prejudices  against  handicapped  persons.     The  words  "handicapped" 
and  "disabled"  lead  us  to  equate  d  i  sabl ed  with  not  abl e  and  to  speak  of  the  handicapped  as  being  unf  i  t 
or  unable  to  maintain  themselves   in  normal   society.     References  to  the  disabled  as  "hem i p 1  eg i cs , " 
"card i o-vascul ar  cases,"  or  "mentally  retarded"  reinforce  the  distinction  between  the  disabled  and 
the  nondisabled.     Pity,  sympathy,  and  charity  symbolized  by  a  crippled,  helpless  child  keynote  our 
appeals  for  support  of  rehabilitation  programs. 

Prejudice  toward  the  disabled   is  exhibited   in  the  form  of  consistently  negative  prejudgments 
and  behavior.     It   is  a  stereotyped  reaction,  acquired  during  development,  which  emphasizes  devalu- 
ation and  rejection  of  the  handicapped.     The  roots  of  prejudice  are  fourfold:     (1)  social  customs 
and  norms;   (2)  child-rearing  practices  stressing  normalcy  and  health;    (3)   the  recrudescence  of 
neurotic  childhood  fears   in  frustrating  or  anxiety-provoking  situations;  and   {h)  prejudice  by 
i nv i tat i on--d i scr im i nat i on-provok i ng  behavior  by  the  disabled. 

Social   Roots  of  Prejudice  and  Rejection 

Society  conceived  of  as  a  pattern  of  institutions,  customs,  and   interpersonal   relations  designed 
to  routinize  social    living  provides  pre-established  social   roles  and  expectations  regarding  behavior 
appropriate  to  such  roles.     One  such  role   is  that  of  disability.     Cues   learned   in  childhood  serve  as 
guides  for  distinguishing  and  differentiating  various  types  of  handicaps   in  accordance  with  socially 
accepted  norms.     For  example,  Eskimos  perceive  a  limited  number  of  disabilities  whereas  we  use  a 
large  number  of  terms  for  the  hand i capped--ep i 1 ep t i c  ,  orthoped i ca 1 1 y  handicapped,  cerebral  palsied, 
mental   retardate,  emotionally  disturbed.     Society  furnishes,    in  addition  to  roles  and  language,  a 
customary  attitude  towards  the  handicapped.     The   India  of  the  past  accepted  the  physically  handicap- 
ped.    In  France  during  the  late  Middle  Ages,   the  blind  occupied  a  place  of  privilege.     The  Eskimos 
left  older  persons  to  die.     The  ancient  Greeks  disposed  of  crippled  children. 

Our  approach  to  handicapped  persons   incorporates  a  variety  of  historical   attitudes:     the  Greek 
belief  that  the  physically  impaired  were  inferior;   the  preprophetic  Hebraic  idea  that  the  sick  were 
being  punished  by  God;  the  early  Christian  faith  that  the  handicapped  acquire  moral  virtue  because 
of  their   illness;   the  Calvinistic  assumption  that  the  absence  of  material   success-- i . e . ,  handicap 
or  d i sab i 1 i ty-- i s  visible  evidence  of  lack  of  grace;   the  Darwinian  theory  of  the  survival  of  the 
fittest;  and  lastly,   the  pre-World  War   I   faith   in  the  progress  of  mankind  through  science. 

The  mixture  of  attitudes  results   in  a  marked  ambivalence  toward  disability.     Increasing  stress 
is  placed  upon  youth,  wholeness,  and  bodily  perfection,  which  the  communications   industry  uses  as 
advertising  tools.     A  continuous  barrage  advertising  health  and  well-being  inculcates  the  belief 
that  disability  or   injury  results  from  inadequacy,  misfortune,  or  lack  of  care.     Whether  expressed 
consciously  or  not,   the  assumption   is  made  that  an  obvious  handicap  is  a  bar  to  productive  living. 
Yet,  at  the  same  time,  we  pity  the  handicapped  and  express  our  desire  to  help  them  through  public 
and  voluntary  health  agencies  supported  by  tax  funds  and  contributions. 

Child-Rearing  Practices 

Social   attitudes  toward  the  disabled  are  reflected   in  the  family,  which  teaches  discrimination  by 
example,  by  custom,  and  by  institutionalized  values.     Ch i 1 d- rear i ng  practices  tend  to  predetermine 
adult  behavior  toward  the  handicapped. 


Reprinted  from  the  Journal  of  Rehabilitation,  1959,  25(1),  ^-6,  25,  by  permission  of  the  author 
and  the  publ i  sher . 
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Parents  as  a  group  live  in  constant  anxiety  lest  a  child  become  disabled.     The  fear  of  impair- 
ment is  evident  when  a  mother  examines  a  newborn  child.     Seeing  a  physically  whole  child  brings  an 
instantaneous  feeling  of  relief.     A  handicapped  child  evokes  a  sense  of  guilt. 

Similar  feelings  are  evident  in  the  reluctance  of  parents  to  permit  a  close  relationship  between 
nonhand i capped  and  disabled  children.     Unconscious  beliefs  that  disability  is  contagious  lead  to  seg- 
regation of  the  handicapped.     The  barrier  is  raised  by  society's  emphasis  upon  conformity  and  rein- 
forced by  the  peer  group  mentality  which  leads  both  parents  and  children  to  avoid  handicapped  children. 
In  an  other-directed  society,  middle-class  values  stress  adherence  to  established  standards  of  appear- 
ance and  behavior,  with  rejection  and  disparagement  of  disabled  children  who  do  not  conform  to  socially 
accepted  stereotypes. 


Social  Role  of  the  Disabled 


The  existence  of  a  prejudicial  climate  conditions  a  handicapped  child  to  accept  the  social  role 
of  a  disabled  person.     As  he  assumes  the  pattern  of  behavior  and  values  deemed  appropriate  to  disabled 
persons  in  our  society,  he  prepares  himself  to  become  an  object  of  prejudice.     He  begins  to  behave  in 
a  manner  calculated  to  elicit  prejudicial  and  discriminatory  behavior  from  nonhand i capped  persons. 
His  appraisal  of  himself  as  inferior  reflects  the  attitudes  of  those  about  him.     He  becomes  fearful, 
insecure,  and  anxious  and  carries  these  emotional  burdens  with  him  throughout  life. 

Disabled  children  tend  to  be  insulated  from  the  rigors  of  everyday  life  and  to  lead  a  constricted 
social  life  which  limits  normal  interaction  with  peers.  Educational  segregation  maintains  the  pattern 
of  isolation.  The  consistent  loss  of  vital  social  experience  culminates  in  significant  differences  in 
perception  and  behavior  between  the  handicapped  and  the  nonhand i capped . 

The  forces  which  make  for  a  differentiated  and  segregated  social   life  for  the  handicapped  child 
follow  him  through  all  phases  of  his  development.     During  adolescence  perceptible  differences  in 
appearance,  gait,  mannerisms,  or  speech  make  dating  difficult.     Of  necessity,  the  disabled  person 
seeks  the  companionship  of  other  disabled  persons.     If  their  disability  is  similar,  he  sees  himself 
as  not  different  and  therefore  safe. 

Groups  composed  of  persons  with  similar  disabilities  tend  to  become  self-perpetuating  subcultures. 
Within  them,  the  handicapped  persons  become  acclimated  to  the  social   role  of  a  disabled  person.  He 
learns  the  pattern  of  behavior  prescribed  for  his  disability  group  and  adopts  feelings  and  attitudes 
consonant  with  society's  perception  of  the  role  of  a  disabled  person. 

This  social   role  carries  with  it  a  sense  of  devaluation.     Because  of  the  assumed  loss  of  ability 
resulting  from  impairment,  social  participation  becomes  restricted.     The  disabled  person  Is  on  the 
alert  for  slights.     At  the  same  time  he  expects  and  becomes  dependent  upon  preferential  treatment  and 
assistance  from  the  nonhand i capped .     The  acceptance  of  continued  help  carries  with  it  an  imputation 
of  inferiority. 

The  social   role  of  a  disabled  person  marks  the  occupant  as  a  potential  subject  of  prejudice  and 
rejection.     Distinguishable  differences  in  behavior  and  social  perception  accentuate  the  Impact  of 
the  disability.     The  characteristics  ascribed  to  and  accepted  by  handicapped  persons  exercise  a  re- 
ciprocal  influence  upon  the  behavior  and  attitudes  of  the  nonhand i capped .     In  a  climate  of  opinion 
which  fosters  prejudice  and  rejection,  they  respond  to  the  social   role  of  disability  by  seeing  the 
disabled  as  relatively  low-status,  nonproducing  individuals  who  cannot  protect  themselves  against 
insult.     Rejection  is  coupled  with  pity.    The  desire  to  assist  the  disabled  is  linked  with  fear  of 
the  di  sabi 1 i  ty. 


Prejudiced  Individuals 


In  the  last  analysis,  it  is  individuals  who  exhibit  prejudice  and  reject  disabled  persons.  It 
is  the  "I"  rather  than  the  "he"  who  commits  discriminatory  actions.  The  roots  of  prejudice  come  to 
fruition  in  the  attitudes  and  behavior  of  a  nonhand i capped  John  Doe  toward  a  handicapped  Richard  Roe. 

Prejudice  toward  the  disabled  is  seldom  the  result  of  chance  factors.     It  is  rooted  in  the  prior 
life  experience  of  the  nonhand i capped ,  who  use  prejudice  to  satisfy  personal  or  social  needs  such  as 
conformity  to  social  custom,  maintenance  of  self-esteem,  enhancement  of  status,  alleviation  of  per- 
sonal fears,  or  increased  self-respect. 
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Discriminatory  actions  may  be  classified  into  three  broad  groups:     (I)  acquiescence  to  group 
standards;   (2)  a  displaced  reaction  to  frustration;  and  (3)  alleviation  of  personal  fears  and  in- 
securities.    The  individuals  concerned  may  be  designated  respectively  as  the  conformist,  the 
frustrated  person,  and  the  neurotic  personality. 

The  conformist  is  prejudiced  toward  the  disabled  out  of  need  to  accede  to  the  mores  of  his 
group.     Their  standards  determine  his  behavior.     If  the  group  is  prejudiced,  he  will  discriminate. 
If  it  is  tolerant,  he  will  not  discriminate.     Adherence  to  group  standards  should  not  and  does  not 
absolve  the  prejudiced  individuals  from  individual   responsibility.    Within  our  society  there  are  a 
variety  of  subcultural  groups,  not  all  of  which  discriminate  against  the  handicapped.     For  the  con- 
formist, the  choice  of  a  group  is  a  declaration  of  intention.     Prejudiced  persons  continue  as  members 
of  a  discriminatory  group.     The  tolerant  leave. 

The  second  type  of  prejudiced  person  is  the  frustrated  individual  who  reacts  to  difficult  situ- 
ations by  venting  his  frustrations  upon  the  handicapped.     He  resolves  difficulties  by  treating  the 
disabled  as   if  they  were  the  cause  of  his  problems.     He  relieves  his  anxieties  by  discriminating 
against  them. 

The  third  group  consists  of  neurotics  who  react  to  childhood  insecurities  by  exhibiting  preju- 
dice toward  the  handicapped.     They  use  the  ritual   and  symbolic  magic  of  discrimination  to  create  an 
aura  of  personal  security.     Persisting  childish  fears  of  inferiority  resulting  from  illness  are 
allayed  by  utilizing  prejudice  to  feel   superior  to  the  disabled. 

At  deeper  personality  levels,  other  factors  assume  importance.     If  disability  is  viewed  as 
punishment,   the  individual  who  anticipates  retribution  for  past  misdeeds  avoids  the  disabled  because 
of  guilt  at  not  being  punished.     If  a  handicap  signifies  unfitness  or  exclusion  from  the  elect,  there 
is  fear  of  contamination  by  association.     If  an  impairment   is  regarded  as  abnormal,   there  is  rejec- 
tion lest  the  presence  of  the  handicapped  challenge  accepted  methods  of  achieving  through  conformity. 

A  number  of  implicit  or  explicit  assumptions  set  the  stage  for  overt  manifestations  of  prejudice: 
the  disabled  are  obviously  different;   the  difference   is  a  sign  of  weakness  or  relative  inferiority; 
weakness  or  inferiority  implies  inability  to  retaliate  against  discrimination;  discrimination  without 
fear  of  retaliation  signifies  strength;  hence,  unpunished  or  successful   discrimination  is  evidence  of 
superiority  over  the  disabled. 

Whatever  the  types  of  prejudiced  persons,  whatever  the  reasons  or  lack  of  reasoning  for  preju- 
dice,   it   is  undeniable  that  discrimination  against  the  handicapped   is  a  deterrent  to  successful 
rehab  i 1 i  tat  i  on . 


Prejudice  Manifest   in  Rehabilitation  Facilities 


The  typical   rehabilitation  worker  feels  that  the  prejudices  exhibited  by  society  toward  the 
handicapped  do  not  exist  within  the  rehabilitation  facility.     By  virtue  of  his  constant  helpfulness 
and  close  association  with  the  severely  disabled,  he  believes  that  his  co-workers  and  he  are  immune 
to  the  discriminatory  attitudes  of  the  outside  world.     He  assumes  that  when  he  accepts  a  handicapped 
person  as  a  patient  he  accepts  him  as  a  person.     He  takes  it  for  granted  that  the  semi - i nsul ated 
world  of  the  rehabilitation  facility  is  free  of  the  forces  which  lead  to  discrimination. 

Is  this  contrasting  picture  of  a  discriminating  society  and  an  unprejudiced  facility  a  reasonable 
facsimile  of  the  actuality?    To  answer  this  question,  we  should  examine  the  rehabilitation  process 
from  the  viewpoint  of  a  disabled  person.     We  should  ask  ourselves  what  he  sees  and  experiences  when 
receiving  service  at  a  rehabilitation  facility. 

His  perception  of  the  facility  is  colored  by  his  assumption  of  the  social   role  of  a  disabled 
person  with  its  attendant  attributes  of  inferiority  and  inability.     He  comes  to  the  facility  as  an 
applicant  asking  whether  he  can  gain  or  regain  the  characteristics  and  abilities  of  the  nonhandi- 
capped . 

As  an  applicant,  he  confronts  a  closed,  self-sufficient  subculture  with  an  unfamiliar  value 
system.     He  is  a  stranger,  an  outsider  who  seeks  acceptance  from  a  supposedly  omnipotent  thera- 
peutic facility.     He  proceeds  through  intake,   initial  screening,  and  diagnosis;   if  he  meets 
predetermined  selection  criteria  of  potentialities  he  becomes  a  patient. 


As  a  patient  he  occupies  a  relatively  low  level  in  the  status  hierarchy.  He  is  manipulated  by 
forces  over  which  he  has  little  or  no  control.     His  rehabilitation  goals  are  determined  by  the 


professional   skills  of  the  staff.     Time,  place,   type  of  activity,  and  method  of  treatment  are  dictated 
by  the  needs  of  the  rehabilitation  process.     Behind  a  facade  of  supposed  self-determination,  choices 
and  decisions  are  imposed  upon  him. 

Distinctions  between  staff  and  patients  occur  throughout  the  facility.     It   is  apparent   in  the 
antiseptic  hospital   atmosphere  with   its  orientation  toward  cleanliness  and  health  and   in  the  white 
gowns  worn  by  staff.     Separation  of  patients  from  rehabilitation  personnel   parallels  segregation  of 
the  disabled  from  the  nondisabled  in  the  outside  world.     Both  within  and  without  the  facility, 
impairment  serves  as  a  symbol   of  exclusion  from  the  dominant  group. 

The  attitudes  of  rehabilitation  personnel  mirror  the  division  between  patients  and  staff.  But- 
tressed by  professional  skills  and  knowledge,  they  view  the  patient  as  a  person  to  be  helped.  Overt 
needs  and  apparent  weaknesses  strengthen  their  perception  of  him  as  a  malleable  individual  who  is  to 
be  shaped  or  educated  into  health.  The  teacher-pupil  relationship  prevalent  in  the  paramedical  thera- 
pies re-enforces  the  staff's  conviction  of  superiority.  Given  neurotic  tendencies  or  situational 
frustration,  rehabilitation  personnel  are  transformed  into  omnipotent  therapists  who  dispense  health 
and  succor  the  helpless. 

The  social   distance  between  staff  and  patients   is   increased  by  the  prevailing  middle-class 
orientation  of  the  rehabilitation  subculture  which  sets  middle-class  stereotypes  as  goals  for 
patients.     Staff  values  stress  health,  cleanliness,  appropriate  dress,  proper  demeanor,  correct 
speech,  occupational   achievement,  and  upward  social  mobility.     Since  most  rehabilitation  patients 
come  from  lower-level   socio-economic  groups,   there   is  a  wide  gap  between  patient  behavior  and 
staff  expectations.     This  discrepancy  leads  to  continued  efforts  to  fix  patients   into  middle- 
class  molds.     If  a  sufficiently  large  proportion  result   in  failure,  as   is  often  the  case,  psycho- 
logical  rejection  of  nonm i dd 1 e-c 1  ass  patients  begins  to  develop. 

The  preceding  picture  of  a  typical  rehabilitation  facility  indicates  the  presence  of  prejudice 
against  the  handicapped  caused  by  (1)  the  organizational  pattern,  (2)  the  emphasis  upon  differences 
between  patients  and  staff,  and   (3)  procedures  which  accentuate  the  helper-helped  polarity. 


Eliminating  the  Roots  of  Prejudice 


Elimination  or  modification  of  discriminatory  attitudes  toward  the  handicapped  necessitates 
attacking  the  roots  of  prejudice  and  rej ect i on--the  social  climate,  the  ch i 1 d- rear i ng  process,  the 
social   role  assigned  the  disabled,  and  the  behavior  of   individuals  who  use  discrimination  to  meet 
personal  or  social   needs.     Experience  in  combating  other  forms  of  prejudice   indicates  the  impor- 
tance of  our  employing  a  variety  of  approaches   if  we  are  to  deal  with  the  varied  aspects  of  the 
probl em. 

A  continuing  educational   program  is  suggested  as  a  mechanism  for  changing  the  social  climate 
which  fosters  rejection  of  the  disabled.     The  points  to  be  accentuated  are  these:     (1)  acceptance 
of  disability  as  a  natural   phenomenon  which   involves  changes   in  customary  living  patterns  (this 
should  not  decrease  efforts  to  prevent  disability  or  to  mitigate  its  effects);    (2)  recognition 
that  the  handicapped  can  function  as  school,  work,  and  recreational  companions  of  the  nonhandi- 
capped ;    (3)  the  use  of  positive  job  specifications  which  emphasize  abilities;    (k)   the  avoidance 
of  negative  job  specifications  which  lead  to  rejection  of  the  disabled;  and   (5)   recognition  that 
each  handicapped  person  can  contribute  to  society  regardless  of  the  type  and  severity  of  his 
disabi 1 ity. 

Changes   in  the  social   climate  will   affect  parental   attitudes  and  thus  alter  child-rearing  prac- 
tices.    Awareness  that  disability  may  occur  without  parental   fault  will   permit  parents  to  accept 
disabled  children  and  to  allow  nonhand i capped  children  to  associate  freely  with  the  handicapped. 
School   and  society  can  supplement  this  approach  by  stressing  values  which  do  not  require  each  and 
every  child  to  fit  current  concepts  of  normality.     Equally  important   is  the  commingling  of  all 
children  in  school   and  play  activities.     With  opportunity  for  normal    relationships,  handicapped 
and  nonhand i capped  children  can  learn  to  know  each  other  as  persons.     At  the  same  time,  the 
disabled  have  the  opportunity  to  participate  in  the  give  and  take  of  everyday  life. 

A  multiple  approach   is  suggested  for  dealing  with  individuals  whose  discriminatory  acts  reflect 
personality  problems.     A  positive  social  climate  which  inculcates  tolerant  norms   in  membership  groups 
will    lead  the  conformist  to  act   in  a  nondiscriminatory  manner.     Optimistic  socio-economic  conditions 
and  a  high  level  of  employment  will    increase  the  possibility  of  upward  social  mobility  and  decrease 
competition  for  jobs,   thus  reducing  the  frequency  of  potentially  frustrating  and  discriminatory  situa- 
tions.    Where  prejudice  has  a  psychogenet i c  origin,  until     such  time  as  psychological  changes  can  occur 
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in  the  personality  of  the  prejudiced  person,   it  will  be  necessary  to  depend  upon  the  customs  and 
values  of  society  to  hold  acts  of  discrimination  in  check. 

Equally  important  is  the  elimination  of  unwitting  patterns  of  discrimination  among  those  of  us 
engaged  in  rehabilitation.  If  to  knowledge  and  skill  we  add  sensitive  understanding  of  man's  common 
humanity,  our  professional  attitudes  would  reflect  empathy  rather  than  sympathy,  respect  rather  than 
tolerance,  and  acceptance  rather  than  pity.  The  rehabilitation  environment  would  become  catalytic — 
conducive  to  the  self-growth  and  active  participation  of  patients  and  staff.  Our  working  life  would 
be  free  of  prejudice,  finding  fulfillment  in  the  ability  of  handicapped  persons  to  outgrow  the  need 
for  rehab  i 1 i  tat  ion. 
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VOCATIONAL  REHABILITATION,  PAST,  PRESENT, 
AND  FUTURE  IN  THE  UNITED  STATES 


John  A.  Kratz 


The  public  service  of  vocational   rehabilitation  of  disabled  persons  currently  in  operation 
throughout  the  United  States  was  instituted  in  1920.     Since  Its  inception  the  National  govern- 
ment has  promoted  the  development  of  this  program  through  grants-in-aid  to  state  agencies  carrying 
on  the  work.     Under  the  stimulus  of  the  Vocational  Rehabilitation  Act,  approved  June  2,   1920,  a 
number  of  the  states  promptly  initiated  rehabilitation  services  in  cooperation  with  the  Federal 
government.     Three  states  provided  by  law  for  such  cooperation  while  the  bill  was  still  under  con- 
sideration in  Congress,  and  within  18  months  3^  states  had  taken  the  necessary  steps  to  establish 
the  service.     During  the  succeeding  eight  years  II  additional  states  established  services,  and  by 
19^0  all  of  the  states  and  territories  had  entered  into  partnership  with  the  Federal  government 
in  the  program. 

In  most  of  the  states  the  rehabilitation  program  had  meager  beginnings.     Appropriations  for  the 
work  were  grossly  inadequate  to  maintain  a  reasonably  effective  service.     In  the  early  period  of  its 
development  difficulty  was  encountered  in  securing  genuine  support  for  the  program  by  state  boards, 
educational  administrators,  and  related  agencies.     For  the  first  decade  and  a  half  progress  in  the 
growth  and  development  of  this  service  was  irregular  and  slow.     The  Social  Security  Act,  passed  in 
1935,  contained  a  provision  that  substantially  increased  Federal   rehabilitation  grants  to  the  states 
and  this  marked  the  beginning  of  a  period  during  which  the  service  advanced  on  a  sound  and  increas- 
ingly effective  basis.    The  period  during  which  the  program  has  had  its  most  marked  growth  began  in 
19^3  with  the  passage  by  Congress  of  amendments  to  the  rehabilitation  act  which  provided  for  exten- 
sive expansion  of  the  program. 

In  this  article  it  is  my  purpose  to  review  the  more  significant  phases  in  the  development  of 
this  State-Federal  service,  to  interpret  the  course  it  has  taken,  and  to  indicate  prospects  for  its 
future  development. 

The  character  and  scope  of  vocational   rehabilitation  service  for  the  individual  has  changed 
through  the  years.     It  is  apparent  that  rehabilitation  of  the  disabled  is  a  concept  which  expanded 
as  society  became  more  aware  of  its  problems  and  acquired  more  experience  and  understanding  in  deal- 
ing with  them.    When  the  Vocational  Rehabilitation  Act  of  1920  was  under  consideration  in  Congress, 
one  supporter  of  Federal  participation  in  a  program  of  conservation  of  the  Nation's  manpower  advo- 
cated a  more  extensive  bill.     Dr.  Harry  Mock,  one  of  America's  most  distinguished  orthopedic 
surgeons,  stated  to  the  Congressional  committee: 

Such  a  bill  should  include  prevention  of  disease  and  accidents  in  industry; 
adequate  medical  and  surgical  care  for  the  disabled;  adequate  compensation  for 
the  injured,  and  health  insurance  so  that  his  dependents  are  cared  for;  proper 
re-employment  after  the  disabilities  are  cured;  and,  finally,  vocational  train- 
ing when  the  nature  of  the  disability  makes  this  necessary. 

Since  that  time  the  Nation  has  been  moving  steadily  in  the  direction  he  so  clearly  indicated,  and 
the  rehabilitation  service  has  greatly  stimulated  the  movement. 

The  concept  of  vocational   rehabilitation  prevalent  in  the  early  1 9 20 1 s  was  that  it  consisted 
essentially  of  a  service  of  retraining  for  employment,  that  is,  some  form  of  vocational  training 
for  which  the  individual  was  determined  to  be  best  suited,   in  preparation  for  an  occupation  at 
which  he  could  work  despite  his  handicap.     In  the  event  the  individual  was  not  susceptible  of 
training,  then  employment  adjustment  through  suitable  placement  was  in  order.     Prosthesis  was 
regarded  as  a  component  of  rehabilitation,  but  only  when  its  provision  was  incidental   to  training 
or  placement.     Such  a  concept  of  rehabilitation  meant  that  the  service  was  limited  largely  to 
"training  around"  a  disability  rather  than  taking  steps  to  correct  or  reduce  it  through  medical 
or  therapeutic  treatment.     This  narrow  view  of  the  scope  of  vocational   rehabilitation  service 
grew  out  of  the  background  and  training  of  the  personnel  who  originally  had  the  responsibility 
of  establishing  the  program.     A  brief  review  of  the  development  of  Federal  and  State  rehabilita- 
tion legislation  will  demonstrate  how  this  concept  evolved. 

In  1918  Congress  enacted  a  law  which  provided  vocational   rehabilitation  for  disabled  veterans 
of  the  first  World  War,  the  service  consisting  of  vocational  training  and  placement.  Administra- 
tion of  this  Federally  operated  service  was  placed  in  the  Federal  Board  for  Vocational  Education, 
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an  agency  established  in  1917  to  promote  a  public  service  of  vocational  education  operated  by  the 
states  and  local  communities  in  cooperation  with  the  Federal  government.    The  initiation  of  this 
rehabilitation  program  for  disabled  veterans  was  destined  to  play  a  major  part  in  the  establish- 
ment and  development  of  the  service  for  the  civilian  disabled.     The  first  bills  for  rehabilitation 
nf  veterans  introduced  in  Congress  contained  provisions  for  a  similar  service  for  disabled  civilians. 
However,  passage  of  these  provisions  was  deferred  by  agreement  with  sponsors  of  the  bills  until  after 
the  bill   for  rehabilitation  of  the  war-disabled  had  been  enacted. 

Another  significant  factor  which  influenced  the  establishment  of  vocational  rehabilitation 
service  for  the  civilian  disabled  was  the  experience  of  administrators  of  workmen's  compensation 
laws  prior  to  1920.     This  experience  had  indicated  that  money  benefits  were  insufficient  in  many 
cases  to  lessen  the  effects  of  physical  disability  on  persons  injured  in  industry.     They  failed 
to  provide  sufficient  margin  by  which  the  worker  might  fit  himself  for  a  new  vocation  in  the 
event  he  could  not  return  to  his  former  employment.     Again,  few  disabled  workers  were  able  of 
their  own  initiative  to  adjust  to  new  occupations.     It  had  become  evident,  therefore,  that  in 
addition  to  medical   treatment  and  money  compensation,  a  vocational  preparatory  service  for  those 
who  had  become  vocationally  handicapped  must  be  provided. 

In  1917  the  Red  Cross   Institute  for  Crippled  and  Disabled  Men  was  established  in  New  York  City 
to  conduct  research  and  demonstrations   in  rehabilitation  work.     This  organization  became  active  in 
promoting  state  legislation  for  rehabilitation  of  the  disabled.    As  a  result  of  its  efforts  12 
states  had  by  1920  enacted  such  laws.     Although  the  model    law  promoted  by  the  Institute  made  pro- 
vision for  a  comprehensive  range  of  services,    including  medical   and  surgical   treatment,  training, 
prosthesis,  social   service,  employment  adjustment  and  placement,  and  for  state  administration  by 
an  independent  representative  commission,  this  pattern  in  its  entirety  was  adopted  in  only  one 
state.     In  general,   the  state  laws  limited  rehabilitation  services  for  individuals  to  vocational 
training  and  placement.     As  to  state  administration,   five  of  these  laws  placed  it   in  the  indus- 
trial  commission,   four  in  the  state  board  for  vocational  education,   two  in  the  labor,  and  one  in 
the  welfare  department.     Thus,    in  the  evolution  of  these  early  state  laws  the  influence  of  the 
vocational  training  concept  of  rehabilitation  service  is  clearly  evident. 

Only  six  of  the  states  had  gotten  their  rehabilitation  programs  under  way  when  the  Federal  Act 
of  1920  became  effective.     This  act  provided  for  promotion  in  the  states  of  a  program  of  vocational 
rehabilitation  and  placement  of  physically  disabled  persons  having  a  vocational  handicap  regardless 
of  origin  or  cause  of  disability.     One  of  the  major  conditions  to  receipt  of  the  benefits  of  the 
act  by  a  state  was  the  requirement  that  the  State  Board  of  Vocational  Education  be  designated  to 
administer  the  service.     The  administrative  agency  for  the  Federal   government  was  the  Federal  Board 
for  Vocational   Education,   that   is,   the  same  board  which  was  operating  the  soldier  rehabilitation 
program  and  the  cooperative  program  of  vocational  education  in  the  states.     The  Federal  act  defined 
vocational   rehabilitation  as  "the  rendering  of  a  disabled  person  fit  to  engage  in  a  remunerative 
occupation,"  and   its  provisions  governing  expenditure  of  Federal   and  State  matching  funds  clearly 
limited  rehabilitation  services  for   individuals  to  vocational   training  and  services  incidental 
thereto.     The  act  was  written  and  its  passage  was  promoted  in  Congress  by  vocational  educational 
people,  and  when  it  became  effective,  persons  of  vocational  experience  and  training  were  put  in 
charge  of  its  administration  both  in  the  states  and   in  the  Federal   government.     Indeed,    in  both 
Jurisdictions  the  rehabilitation  program  was  considered  to  be  definitely  a  subsidiary  of  the 
vocational  education  program,  that   is,  a  vocational   training  service  for  a  special  group  of 
persons . 

The  foregoing  indicates  how  the  early  development  of  vocational   rehabilitation  was  conditioned 
by  a  narrow  concept  of  what  properly  constituted  vocational   rehabilitation  service.     It  is  believed 
by  many  that  the  program  would  have  expanded  more  rapidly  and  been  developed  more  effectively,  at 
least  in  its  early  stages,  had  its  administration  been  placed  under  an  independent  representative 
commission  or  agency  of  state  government  having  a  broader  or  more  realistic  concept  and  understand- 
ing of  the  needs  and  problems  of  the  disabled. 

A  movement  to  expand  the  concept  and  extend  the  scope  of  rehabilitation  in  the  states  began  a 
few  years  after  the  program  was  established.     Rehabilitation  workers  in  both  the  Federal  and  State 
Jurisdictions  soon  recognized  the  necessity  in  certain  cases  of  providing  physical  restoration 
treatment  to  reduce  or  eliminate  the  disability  if  vocational   rehabilitation  was  to  be  achieved. 
The  use  of  Federal  and  State  matching  funds  to  provide  such  service  was  not  permitted  under  the 
act.     Hence,   it  was  necessary  for  the  rehabilitation  agency  to  procure  physical   restoration  ser- 
vice for  its  clients  through  some  other  agency  or  individual.     Prior  to  1  9*+3  only  a  few  state 
agencies  had  secured  legislative  authority  to  expend  state  funds  for  this  purpose. 

It  should  be  noted  at  this  point  that  for  a  number  of  years  most  of  the  state  rehabilitation 
laws  were  simply  acceptances  of  the  Federal  Act,  and  the  programs  carried  under  them  were  conditioned 


26 


by  the  provisions  of  that  act  and  by  the  Federal  agency's  policies  governing  administration  of  the 
cooperative  program.     In  this  way  state  practices  reflected,  for  the  most  part,  the  pattern  of  pro- 
gram which  the  Federal  authorities  considered  was  authorized  under  the  Federal  Act.     Although  the 
Federal  Act  was  amended  several  times  prior  to  19^3,  no  substantive  changes  were  made  in  the  law 
with  respect  to  rehabilitation  services,  the  amendments  providing  for  continuation  of  Federal 
financial  participation  in  the  program,  putting  participation  on  a  permanent  basis  and  increasing 
the  amount  of  financial  assistance  to  the  states. 

One  phase  of  the  development  toward  a  wider  range  of  rehabilitative  services  was  a  drive  by  the 
state  agencies  on  the  Federal  office  for  liberalization  of  its  policies  governing  the  program.  It 
was  felt  by  a  number  of  state  authorities  that  certain  terms  of  the  Federal  act  permitted  of  inter- 
pretation covering  a  wider  scope  of  service  than  had  previously  been  authorized.     Thus  the  outcome 
of  the  pressure  for  extension  of  rehabilitation  service  was  dependent  to  a  great  degree  upon  the 
disposition  of  the  Federal  agency  to  liberalize  its  policies.     In  the  event  that  were  not  possible, 
it  was  reasonable  to  assume  that  the  Federal  agency  was  under  obligation  to  accept  the  challenge  by 
promoting  legislation  to  meet  the  situation.     This  is  what  did  happen.     The  Vocational  Rehabilitation 
Act  Amendments  of  19^3,  approved  July  6,   19^3,  resulted  from  extended  promotional  efforts  of  the 
Federal  office,  supported  by  all   the  state  agencies.     This  legislation  amended  the  basic  act  so  as 
to  provide  for  a  wide  range  of  rehabilitation  services  for  individuals   including  provision  of  cor- 
rective surgery,  therapeutic  treatment,  hospitalization,  transportation,  occupational  licenses, 
occupational  tools  and  equipment,  maintenance  during  training,  placement  or  retention  in  employment, 
through  prosthesis,  training,  medical  examinations,  guidance,  and  placement.     Special  provision  was 
made  for  rehabilitation  of  the  blind  and  rehabilitation  of  persons  having  mental  disabilities. 
Under  the  impetus  of  this  legislation  expansion  of  the  cooperative  program  in  the  states  has  been 
greatly  accelerated  and  the  scope  and  nature  of  rehabilitation  services  provided  for  individuals  has 
been  materially  extended.     The  movement  for  further  expansion  of  the  rehabilitation  concept  to  be 
reflected  in  further  extension  of  rehabilitative  services  is  bound  to  be  continued  in  the  future, 
and  it  would  seem  from  past  experience  that  it  will  be  effectuated  largely  through  legislative 
devel opments . 

In  this  connection  some  leaders   in  vocational   rehabilitation  work  are  concerned  that  in  the 
future  extension  of  the  rehabilitation  service  concept  there  is  some  danger  of  modification  of  the 
main  objective  of  the  program,  namely,  vocational  adjustment.     For  example,  providing  a  service  for 
certain  types  of  the  severely  disabled  to  make  them  capable  of  self-care,  or  of  living  a  more  happy 
or  abundant  life  is  a  most  desirable  objective.     It  is  a  service  which  should  be  provided  the  indi- 
vidual, but  it  does  not  in  itself  constitute  vocational   rehabilitation.     Likewise,  provision  of 
medical,  therapeutic,  or  social  service  which  does  not  have  the  purpose  of  reducing  or  removing  a 
disability  which  causes  a  vocational  handicap  is  not  vocational   rehabilitation.     There  are  many 
services  that  should  be  provided  for  disabled  persons  which  do  not  directly  or  indirectly  result 
in  their  vocational   rehabilitation.     It  is  felt  by  many  leaders  in  rehabilitation  that  providing 
such  services  is  not  the  business  of  a  vocational   rehabilitation  agency. 

The  Federal   rehabilitation  act  defines  disabled  persons  as  including  any  person  who  by  reason 
of  a  disability  is,  or  may  be  expected  to  be,  totally  or  partially  incapacitated  for  remunerative 
occupation.     Obviously  this  definition  covers  all  classes  and  types  of  disability  regardless  of 
severity,  provided  they  cause  the  individual  to  be  or  to  become  vocationally  handicapped.     For  a 
considerable  period  in  the  development  of  the  rehabilitation  service,  state  agencies  provided 
service  to  the  more  severely  disabled  only  in  rare  cases.     There  were  several   reasons  for  thus 
limiting  the  program  despite  the  broad  coverage  provided  in  legislation.     Many  severely  disabled 
persons  were  considered  as  being  infeasible  or  unsusceptible  of  vocational   rehabilitation.  Again, 
there  was  widespread  lack  of  facilities  equipped  to  provide  certain  services  required  in  the  re- 
habilitation of  this  group.     In  addition,  the  extremely  high  cost  of  rehabilitating  an  individual 
was  a  determining  factor,  for  it  was  deemed  impractical  or  poor  administration  to  expend  a  rela- 
tively large  proportion  of  greatly  limited  funds  on  a  few  cases  when  so  many  others  were  also  in 
urgent  need  of  assistance. 

However,  as  the  experience  of  the  state  agencies  increased,  and  their  concept  of  the  proper 
scope  of  rehabilitation  became  broader,  and  as  facilities  for  providing  restorative  and  prepara- 
tive services  became  more  widely  available,  the  program  was  extended  to  reach  all  classes  of  dis- 
abled persons.     Progress  in  this  direction  has  been  most  marked  since  the  enactment  of  the  19^3 
amendments  to  the  Federal  Act.     The  growing  numbers  of  persons  in  this  group  who  are  being  served 
has  increased  the  average  cost  of  rehabilitated  cases  and  lengthened  the  average  time  required  to 
complete  the  rehabilitation  process.     This  does  not  mean,  however,   that   in  the  present  state  of 
development  of  the  program  all  classes  of  the  severely  disabled  such  as  the  blind,  deaf,  para- 
plegics, cardiacs,  cerebral  palsied  and  others  requiring  extensive  service  are  being  reached  to 
the  degree  necessary.     The  program  will  have  to  be  provided  with  greatly  increased  financial 
support  if  such  highly  desirable  result   is  to  be  achieved.     The  future  growth  and  development 
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of  the  rehabilitation  program  will   be  dependent   in  considerable  part  upon  extension  of  existent  and 
establishment  of  additional  much  needed  service  facilities  for  the  disabled.     All   types  of  special 
rehabilitation  service  centers   including  comprehensive  centers  for  the  severely  disabled  are 
urgently  needed  at  the  present  time.     The  need  will    increase  as  time  goes  on. 

As  has  been  indicated  the  national   rehabilitation  program  is  a  cooperative  enterprise  main- 
tained by  the  states  and  Federal  government.     in  this  partnership  the  states  provide  services  to 
individuals,  and  receive  from  the  Federal   government  financial,  technical,  and  professional  assist- 
ance.    The  part  played  by  the  Federal  partner  in  relation  to  the  development  of  the  scope  and  extent 
of  rehabilitative  services  furnished  in  the  program  has  already  been  traced.     There  are  now  to  be 
considered  the  effects  of  the  government's  participation  with  respect  to  uniformity  of  practices 
that  have  been  adopted   in  the  states,  standardization  of  casework  methods  and  techniques,  and 
quality  of  service  provided  to  individuals. 

In  order  to  receive  financial   assistance  from  the  Federal   government,  each  state  agency  must 
operate  its  program  under  a  plan  or  contract  with  the  Federal  office,   the  general   provisions  of 
which  are  prescribed  by  law.     It  follows,  naturally,  that  the  Federal  office  must  establish  rules 
and  regulations  to  govern  the  conduct  of  state  programs  under  these  partnership  contracts.  Minimal 
requirements  for  administration  and  operation  of  the  service,  thus  established,  are   imposed  on  all 
the  states.     Therefore,    it  was   inevitable  that  a  certain  degree  of  uniformity  should  occur  in  the 
initial  development  of  the  program  throughout  the  country.     As  the  program  gained  momentum  and 
advanced   in  experience,    it  was  natural    that  the  Federal  office  increased  and  strengthened  its  re- 
quirements for  state  administration  and  practice,  and  extended   its  authority  in  requiring  the 
state  cooperating  agencies  to  adopt  various  techniques,  methods,  and  standards  looking  to  improve- 
ment  in  the  quality  of  service  rendered  individuals. 

It  should  be  pointed  out   in  this  connection  that  under  the  law  there  is  a  limit  to  the  extent 
to  which  the  Federal  agency  can  impose  administrative  and  operative  practices  on  state  agencies, 
hence  what  has  thus  far  been  accomplished  in  developing  good  standards  of  operation  in  the  program 
has  been  due  in  large  degree  to  the  mutuality  of  interest  and  spirit  of  cooperation  by  the  states 
in  the  joint  enterprise.     Periodically  the  Federal  office  calls  and  conducts  conferences  for  state 
workers  on  a  regional  or  sectional  basis,  maintains  workshops  for  program  supervisors  and  adminis- 
trators, and  participates,  at  state  agency  request,    in  staff  conferences  of  rehabilitation  divisions. 
Through  these  devices,  as  well   as  through   issuance  of  bulletins,  manuals,  and  the  like,  the  Federal 
office  carries  on  its  responsibility  for  maintaining  and   improving  the  quality  standards  of  rehabili- 
tation performance  throughout  the  country.     Under  state  plans,   state  agencies  are  charged  with  the 
responsibility  for  in-service  training  of  their  own  personnel,  but  at  times  call   upon  the  Federal 
staff  for  assistance  in  carrying  out  this  function. 

Thus  through  the  operation  of  the  state  plan  and  of  the  program  for  professional    improvement  of 
personnel   that   Is  continuously  maintained,   there  exists  today  a  fairly  high  degree  of  uniformity 
throughout  the  Nation   in  the  kind  and  quality  of  rehabilitation  service  being  rendered  to  disabled 
individuals.     Certainly  the  degree  of  uniformity  is  greater  than  it  would  have  been  had  the  state 
services  been  developed  without  benefit  of  government  assistance.     Comparison  of  the  development 
of  rehabilitation  with  other  state  service  programs  operating  without  benefit  of  government  assist- 
ance and  standard  setting  will   bear  this  out. 

The  effectiveness  of  the  public  rehabilitation  program  is  generally  evaluated   in  terms  of  the 
number  of   individuals  rehabilitated  annually.     Measured  by  the  number  of  persons  disabled  annually 
and  needing  rehabilitation  assistance,   the  program  has  not  been  expanded  as  yet,  either  in  the 
Nation  or  in  any  of  the  states,  so  as  fully  to  meet  the  problem  of  disablement. 

Vocational   rehabilitation  service  has  been  developed  on  a  state  operative  basis.     TJie  state 
rehabilitation  agency,  therefore,  has  responsibility  for  providing  the  service  to  disabled  persons 
in  all   areas  of  the  state.     However,  cooperative  assistance  of  both  public  and  private  agencies  in 
all  communities   is  enlisted  by  the  state  agency.     Although  some  local   funds  are  contributed  to  the 
support  of  the  work,  and  considerable  service  to  individuals   is  secured  without  charge,   the  major 
part  of  the  cost  of  maintaining  the  program  has  to  be  met  from  state  and  Federal  funds. 

During  the  period  1920  to  1935  the  Federal   government  granted  to  the  states  annually  the  sum  of 
one  million  dollars.     This  sum  was  allotted  to  the  several   states  on  the  basis  of  ratio  of  the  state's 
population  to  the  population  of  the  United  States,  with  a  minimum  allotment  of  $5,000.     Use  of  the 
allotment  was  conditioned  upon  expenditure  of  a  like  amount  of  state  funds  for  the  same  (rehabilita- 
tion) purposes.     In  1935  Congress   increased  the  grant  to  the  states  to  two  millions  annually,  and  in 
1939  to  three  and  one-half  millions  annually.     Gradually  the  states  raised  their  appropriations  so 
that  by  19^+3  many  of  them  were  taking  up  all  of  their  available  Federal  allotments. 
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The  objective  of  state  agencies   in  general  was  to  secure  sufficient  state  funds  to  match  their 
Federal  allotments.     Thus,    it  seemed,   that  for  many  of  them  the  measure  of  the  amount  of  funds  needed 
to  operate  an  adequate  program  of  rehabilitation  was  double  the  amount  of  the  Federal  allotment, 
rather  than  the  extent  of  need  for  the  service  by  individuals  of  the  state.     Thus  the  scope  of  most 
of  the  state  programs  was  limited  by  the  extent  to  which  the  Federal   government  was  participating 
f  i  nanc  i  a  1 1 y . 

In  19^3  amendments  to  the  basic  Federal  Act  changed  the  whole  plan  of  Federal   financing  of  the 
program.     Allotments  on  the  basis  of  population  were  discontinued.     Instead,  the  Federal  government 
was  obligated  to  pay  100  percent  of  the  costs  of  administration,  guidance,  and  placement,  and  50 
percent  of  all   case  service  costs   in  a  state  program.     As  the  former  costs  represent  about  kO  per- 
cent of  the  total  cost  of  maintaining  a  state  program,   the  Federal   government  was  meeting  70  percent 
or  more  of  the  total  program  costs,  and  the  states  only  30  percent.     Furthermore,   this  method  of 
financing  resulted  in  a  plan  of  operation  whereby  all  of  the  state  funds  were  used  to  pay  the  costs 
of  case  service,  which  expenditures  were,  of  course,  matched  by  Federal   funds,  and  dependence  had 
upon  the  government  to  meet  the  entire  costs  of  administration,  guidance,  and  placement.     Thus  the 
states  were  receiving  on  the  average  three,  or  even  better  than  three,  dollars  of  Federal  money  for 
expenditure  of  one  dollar  of  state  funds.     Such  a  generous  Federal   fiscal   policy  for  the  rehabili- 
tation program  was  most  certain  to  suffer  retrenchment   in  due  course  of  time. 

Several  years  ago  Congress  established  a  policy  of  reducing  rehabilitation  appropriations  for 
grants  to  states   in  relation  to  the  amounts  expended  from  state  funds.     At  the  present  time  Federal 
grants  are  being  provided  on  a  basis  of  about  two  Federal   dollars  to  one  state  dollar.     In  this  con- 
nection Congress   is  still    insisting  that  the  states  will  have  to  put  more  of  their  own  money  into 
the  program. 

Under  the  previous  generous  Federal   fiscal  policy  most  of  the  states  had  .materially  expanded 
their  administrative  and  counseling  staffs,  and  for  the  most  part  had  sufficient  case  service  funds 
to  operate  on  the  expanded  basis.     However,  as  the  Federal  grants  were  reduced,  staff  organizations 
had  to  be  curtailed  in  most  of  the  states,  because  necessary  state  funds  to  carry  the  load  were  not 
available  to  the  program. 

How  heavily  the  states  have  been  leaning  upon  the  government  for  support  of  their  programs  can 
be  seen  from  an  examination  of  the  following  data.     In  19^3  state  agencies  were  putting  a  little 
more  than  3  million  dollars   in  the  program.     By  1953  they  were  expending  about   11.5  millions.  In 
19^3  the  Federal   government  contributed  about  3  millions,  and  In  1953   its  contribution  was  23 
millions.     Under  the  195^  Amendments  a  system  of  Federal  grants  was  adopted  which  will  provide, 
after  a  transition  period  of  several  years,  for  a  much  reduced  proportion  of  Federal  financial 
support.     Therefore,  unless  the  current  program  is  to  suffer  a  serious  setback,   the  states  gen- 
erally will   have  to  make  provision  for  considerably  larger  state  appropriations  to  maintain  their 
services  at  even  present  levels.     Likewise,  any  material  expansion  of  the  program  In  the  near 
future  will   require  substantially  increased  state  appropriations.     The  question  naturally  arises 
at  this  point,  what  are  the  prospects  for  such  development? 

One  must  look  for  the  answer  to  this  question  at  the  history  of  the  growth  of  the  vocational 
rehabilitation  program.     It   is  clear  that   in  the  past  state  rehabilitation  appropriations  have 
steadily  advanced  under  the  stimulus  of   increased  Federal   grants.     This  was  particularly  true 
under  the  system  of  predetermined  allotments  of  Federal  money,  but  during  the  last  ten  years 
without  such  system  the  rate  of   increase  did  not  keep  pace  with  that  of  the  Federal  grants.  It 
has  been  indicated  before  that  the  rehabilitation  service  in  the  states  has  been  developed  as  a 
part  of  the  educational   program  of  the  state,   the  adm i ns t rat i ve  agency  being  the  state  board  of 
vocational  education.     In  this  setting  the  rehabilitation  agency  has  had  to  compete  with  other 
branches  or  divisions  of  the  educational   departments   in  securing  financial   support  for   its  work. 
In  such  an  organizational   setup  vocational   rehabilitation  cannot  have  the  standing,  prestige, 
and   importance  it  should  have  and  would  rate  if  it  were  administered  by  an  independent  board  or 
agency  of  the  state  government.     It  would  appear  that  under  these  circumstances  and   in  view  of 
past  developments,   the  prospects  for  more  rapid  growth  of  the  program  in  the  future  than  in  the 
past  are  rather  dim. 

With  respect  to  the  future  growth  of  the  vocational    rehabilitation  service,    it  has  been  apparent 
for  some  time  that   if  a  real   approach  is  to  be  made  to  the  development  of  a  program  adequate  to  meet 
the  needs  of  all   the  disabled  in  a  state,  some  form  of  community  organization  and  cooperation  will 
have  to  be  established.     Like  education  and  other  related  services  rehabilitation  of  the  disabled  is 
not  solely  a  state  and  national  problem.     It   is  also  a  community  problem,  and  as  such,  demands  recog- 
nition and  assistance  of  the  local  community  in   its  solution.     Already  in  a  number  of  the  states  some 
beginning  has  been  made  in  the  development  of  community  responsibility  and  activity  in  given  areas. 
Possibilities   in  this  direction  seem  by  no  means  to  be  limited.     There  are  many  evidences  of  an 
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awakening  interest   in  rehabilitation  by  many  local   agencies  and  individuals  throughout  the  country, 
and  their  cooperation  will  be  readily  secured  if  the  state  rehabilitation  agencies  engage  in  aggres- 
sive promotional  efforts  to  that  end. 

In  conclusion,   the  significant  phases  of  the  growth  and  development  of  vocational  rehabilitation 
service  for  the  disabled  in  the  United  States  might  be  summarized  as  follows.     Although  the  program 
was  established  with  meager  resources  and  under  the  narrow  concept  of  the  nature  of  vocational  reha- 
bilitation service  as  consisting  essentially  of  vocational  training  and  placement,  the  scope  and 
extent  of  rehabilitation  assistance  now  rendered  the  disabled  in  all  of  the  states  covers  a  wide 
range  of  services  and  is  adequate  and  effective.     All  classes  of  handicapped  persons,   including  the 
severely  disabled,  are  being  served  to  the  extent  feasible  with  available  financial   resources  and 
available  service  facilities.     Rehabilitation  casework  methods,   techniques,  and  practices,  as  well 
as  administrative  organization  and  service  operation,  are  characterized  by  a  fairly  high  degree  of 
standardization  throughout  the  country.     Quality  standards  of  service  rendered  individuals  are  also 
uniformly  good   in  the  states,   rehabilitation  personnel   being  committed  to  constant  professional  im- 
provement.    While  through  the  years  the  program  has  grown  steadily  in  size,  with  especial  accelera- 
tion during  the  past  decade,  at  the  present  time   its  resources,  financial   and  otherwise,  are  limited 
so  that  it  is  able  to  serve  only  about  a  third  of  the  annual   Increment  of  disabled  persons  needing 
rehabilitation.     With  the  enactment  of  legislation  by  Congress  in  195^  to  further  extend  rehabilita- 
tion service,  the  stimulus  of  available  Federal  aid  for  certain  phases  of  the  program  heretofore 
undeveloped,  may  result   in  a  material    increase  of  state  and  local   support  for  the  program. 
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ROLE  OF  THE  FEDERAL  GOVERNMENT 
IN  VOCATIONAL  REHABILITATION 


Mary  E.  Switzer 

The  rehabilitation  of  the  worker  "injured  in  industry"  has  been  a  concern  of  the  public  voca- 
tional  rehabilitation  program  since  its  beginning  in  1920.     The  original    law  specifically  stated  as 
its  major  purpose  the  retraining  of  "civilians   injured   in  industry  and  otherwise."    Each  subsequent 
piece  of  legislation  extending  and  enlarging  the  program  has  recognized  the  importance  of  close  co- 
operation with  the  state  workmen's  compensation  agencies  and  has  provided  for  it   in  the  law.  Such 
a  provision  was  in  the  Barden-LaFol 1 ette  Act  of  19^3,  which  broadened  the  public  program  to  include 
medical  services,  and,   in  even  stronger  terms,   is  In  the  current  Vocational  Rehabilitation  Act  of 
195*#,  Publ  ic  Law  565. 

In  the  early  stages  of  compensation  programs,  the  emphasis  was  on  money  payments  to  compensate 
for  loss  of  income,  with  medical  services  to  restore  the  function  or  alleviate  the  condition  caused 
by  the  injury.     The  first  vocational   rehabilitation  concept  in  workmen's  compensation  appeared  in 
1918  when  Massachusetts  adopted  a  provision  to  establish  a  "division  for  the  training  and  instruc- 
tion of  persons  whose  capacity  to  earn  a  living  has  in  any  way  been  destroyed  or  impaired  through 
industrial  accident."     In  the  following  year,  similar  provisions  were  adopted  by  Oregon,  California, 
and  North  Dakota.     If  the  present  concept  of  total   rehabilitation  had  existed  25  years  ago,  the 
story  of  the  administration  of  workmen's  compensation  programs  nationally  might  be  quite  different. 

Fortunately,  the  developing  community  teamwork  approach—the  total  approach  toward  rehabilita- 
tion—is having  its  impact  on  workmen's  compensation  programs.     As  of  195*+,  21  states  or  territories 
had  workmen's  compensation  laws  that  contained  special  provisions  dealing  with  rehabilitation.  In 
most  of  the  state  acts  involved,  the  rehabilitation  provisions  pertain  to  special  maintenance  and 
other  benefits  to  facilitate  the  vocational   rehabilitation  of  the  worker. 

Four  states  and  one  ter r i tory--0h i o ,  Oregon,  Rhode  Island,  Washington,  and  Puerto  R i co-operate 
rehabilitation  facilities  directly  under  the  workmen's  compensation  law.     In  Minnesota,  Missouri, 
and  several  other  states,  a  special  bureau  or  board  is  established  to  study  rehabilitation  problems 
and  to  advise  injured  workers  of  available  rehabilitation  facilities  if  It  is  felt  that  rehabilita- 
tion will  help  them. 

No  little  credit  for  the  progress  that  has  been  made  in  fostering  community  teamwork  and  in 
bringing  the  rehabilitation  concept  to  bear  upon  workmen's  compensation  programs  must  go  to  such 
diverse  interests  as  the  Welfare  and  Retirement  Fund  of  the  United  Mine  Workers  of  America,  the 
Liberty  Mutual   Insurance  Company,  the  subcommittee  on  Industrial  Relations  of  the  American  College 
of  Surgeons,  and  to  various  rehabilitation  centers. 

One  basic  fact  about  the  rehabilitation  of  the  injured  worker  needs  to  be  clearly  understood: 
The  problem  of  providing  rehabilitation  service  is  community-wide;  therefore,  the  rehabilitation  of 
the  worker  injured  in  industry  will,  with  few  exceptions,  be  no  better  than  the  services  the  com- 
munity can  provide.     This  has  been  learned  from  experience  in  the  federal -state  program  of  vocational 
rehabilitation,  where  both  injured  workmen,  as  well  as  those  disabled  by  non i ndus t r i al  causes,  are 
served  and  restored  by  the  thousands  each  year.     Part  of  the  task  of  this  program  has  been  to  aid 
and  encourage  the  development  of  these  community  resources,  for  with  about  65  million  men  and  women 
employed  today  in  our  labor  force,  the  size  of  the  problem  in  rehabilitation  has  required  a  broad- 
scale  approach  to  the  provision  of  services. 

This  same  cons i derat I on  — the  immense  size  of  the  problem — has  been  a  mounting  concern  of  national, 
state,  and  professional  authorities  in  recent  years.     Today,  an  estimated  2  million  Americans  need 
vocational   rehabilitation  services  of  one  type  or  another.    This  figure  does  not  include  hundreds  of 
thousands  who  are  disabled  but  who  are  either  ineligible  for  vocational   rehabilitation  services  or 
are  unlikely  to  benefit  from  them. 

Each  year,  an  estimated  250,000  persons  disabled  by  disease,  accidents,  or  congenital  conditions 
need  vocational   rehabilitation.     Among  these  are  many  of  the  workers  who  suffered  accidents  on  the 
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Job  during  1953,  with  an  estimated  loss  of  *+5  million  production    man-days,  and  a  cost  of  $1.5 
billion  in  lost  wages,  medical   expenses,  compensation  benefits,  and  other  administrative  expenses. 
Yet,  during  recent  years,   the  state-federal  program  has  rehabilitated  an  average  of  about  60,000 
persons  annually.     Even   if  persons  rehabilitated  through  private  channels  are  included,  the  gap 
between  those  who  need  help  and  those  who  are  getting  it  remains  a  large  one.     Considerable  prog- 
ress toward  closing  that  gap  could  be  made  if  more  workmen's  compensation  cases  were  referred 
promptly  to  state  vocational   rehabilitation  agencies.     At  the  present  time,  no  more  than  9  percent 
of  those  rehabilitated  annually  are  persons  who  are   injured  on  the  job. 

The  economic  argument  for  referral  of  workmen's  compensation  cases   is  clear-cut,  but  no  more  so 
than  the  argument  for  the  referral  of  all  patients  who  need  the  service.     It  is  certainly  in  the 
public  interest  to  restore  the  injured  workman,  to  take  the  disabled  from  public  assistance  rolls 
and  return  them  to  activity  and  employment,  to  enable  the  disabled  young  adult  who  has  never  worked 
to  enter  the  labor  force  and  become  self-sustaining.     These  and  all   the  others  who  make  up  the  sinews 
of  American  society  have  an  interest  in  and  a  right  to  service  from  the  public  program  of  vocational 
rehabilitation.     Experience  has  shown  the  economic  soundness  of  such  an  approach. 

Of  the  persons  rehabilitated  through  the  public  program  in  195*+,  20  percent  were  receiving 
public  assistance  at  the  time  they  applied  for  rehabilitation  services,  with  the  payments  to  them 
for  maintenance  totaling  about  $8  million  a  year.     With  completion  of  rehabilitation,   these  indi- 
viduals became  taxpayers  instead  of  tax  consumers.     They  and  the  others  restored  during  195*+  are 
now  paying  federal    income  taxes  at  an  estimated  rate  of  $8  million  annually.     They  increased  their 
combined  annual  earnings  from  an  estimated  $15  million  to  an  annual   rate  of  $102  million  after 
rehabilitation.     The  Nation  gained  an  additional  86  million  man-hours  of  productive  effort  per 
year  because  of  their  rehabilitation. 

Vocational   rehabilitation  does  make  economic  sense--economi c  sense  from  the  standpoint  of  those 
injured  on  the  Job  as  well   as  of  those  whose  handicaps  are  of  other  origins.     For  such  economic  rea- 
sons, all   responsible  citizens  have  an   interest  and  an  obligation  to  help  close  the  gap  between  need 
and  available  services   in  rehabilitation.     For  a  variety  of  other  sound  and  humane  reasons,  we  need 
to  bring  our  resources  more  nearly   into  line  with  the  needs  of  disabled  people   in  this  country,  for 
the  problem  impinges  directly  upon  the  operation  of  every  hospital,  every  school,  and  every  organi- 
zation that  serves  people. 

The  gap  between  need  and  available  service  exists  because  of  three  principal   bl ocks-- i nsuf f i c i ent 
funds,  facilities,  and  trained  personnel.     These  needs  were  recognized   in  195*+  by  the  President,  who 
submitted  to  Congress  comprehensive  plans  for  a  dynamic  expansion  of  the  Nation's  resources  for  reha- 
bilitation, setting  a  goal  of  200,000  disabled  to  be  rehabilitated  annually.     The  bulk  of  these  plans 
is  embodied   in  the  Vocational   Rehabilitation  Amendments  of  195*+,  which  were  approved  unanimously  by 
Congress  and  signed   into  law  by  the  President   in  August  195*+.     As  a  result,  we  now  have  a  basis  for 
a  nationwide  frontal   attack  on  disability. 

The  new  law  provides  for  a  substantial   increase  in  grant-in-aid  funds  for  the  state  agencies 
and  for  Increased  flexibility  in  their  use.     In  addition,  under  this  new  law  grants  can  be  made  for 
the  first  time  to  private,  nonprofit  groups  whose  activities  will   aid  the  national  expansion.  Fur- 
ther, provision  was  made  for  traineeships  and  training  grants  to  Institutions  preparing  people  for 
professional  work  in  the  various  disciplines  engaged   in  vocational   rehabilitation.     This  will  help 
to  alleviate  the  severe  shortage  of  professional  personnel,  which  has  constituted  one  of  the  major 
bott 1 enecks . 

The  law  not  only  revised  the  financial  basis  for  the  program  but  also  provided  a  long  list  of 
administrative  and  technical   refinements  that  have  made  the  operation  of  vocational  rehabilitation 
more  flexible  and  effective.     For  example,  under  the  former  law,  federal   funds  could  not  be  used  to 
help  pay  the  cost  of  hospitalization  beyond  90  days,  regardless  of  how  favorable  the  prognosis  might 
be.     The  new  Act  removed  this  restriction,  making  it  a  matter  of  professional  judgment  by  the  physi- 
cian and  the  rehabilitation  agency. 

The  195*+  amendments  also  called  for  the  creation  of  a  national   advisory  council   to  assist  in 
carrying  out  a  program  of  grants  for  special   projects.     These  grants  are  made  to  both  public  and 
voluntary  agencies  to  help  support  research  and  demonstration  projects  that  hold  promise  of  solv- 
ing vocational   rehabilitation  problems  of  national   significance.     Through  them,  we  can  look  to  the 
opening  of  doors  that  so  far  have  remained  closed   in  the  search  for  new  knowledge  and  better  methods 
i  n  rehab  i I i  tat  i  on. 

Two  other  measures  passed  by  the  83rd  Congress  also  will   help  us  reach  and  serve  more  disabled. 
One  is  the  Medical  Facilities  Survey  and  Construction  Act,  which  contains  a  companion  piece  to  the 
new  law  on  vocational    rehabilitation.     This  new  act  gives  new  direction  to  the  program  for  federal 
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aid  for  hospital  construction  by  encouraging  the  development  of  certain  types  of  health  facilities 
urgently  needed  today,   including  rehabilitation  facilities  to  serve  thousands  more  disabled  persons 
annually.     These  rehabilitation  centers  will   provide  the  most  advanced  technics  of  physical  medicine 
and  other  services  needed  to  help  overcome  the  crippling  effects  of  disability  and  to  start  the 
handicapped  person  on  the  right  road  to  maximum  activity  and  usefulness. 

The  other  measure,  an  amendment  to  the  Social  Security  Act,  provides  for  the  preservation  of 
insurance  rights  of  eligible  individuals  who  become  totally  disabled  while  covered  by  Old-Age  and 
Survivors  Insurance.     Since  it  is  the  policy  of  the  Office  of  Vocational  Rehabilitation,  as  it  was 
the  policy  of  the  Congress,  to  encourage  states  to  have  their  rehabilitation  agencies  make  the 
determinations  of  disability  required  by  this  act,  many  thousands  more  persons  who  might  be  restored 
will   be  brought  to  the  attention  of  state  agencies  soon  after  they  become  disabled. 

Thus  today  we  are  in  the  midst  of  a  major  attack  against  the  problems  of  disability,  one  that 
is  utilizing  the  resources  of  voluntary  groups,  communities,  public  health  and  workmen's  compensa- 
tion agencies,   the  social   security  system,  and  the  public  vocational   rehabilitation  program. 

The  actual   number  of  handicapped  persons  rehabilitated  and  placed   in  productive  work  climbed 
from  55,825   in  195*+  to  57,979  in  1955,  an  increase  of  more  than  2,000  during  the  first  year  under 
the  new  act.     While  the  increase  in  the  number  restored   is  significant   in  itself,   the  fact  that 
the  state-federal  program,   in  less  than  one  year,  could  "tool  up"  under  a  new  law,  meet  it  obliga- 
tions under  related  new  legislation,   lay  the  foundation  for  future  growth,  and  still    increase  the 
number  of  disabled  persons  served  and  rehabilitated,   is  a  most  encouraging  and  auspicious  beginning. 
This  success   in  the  initial  year  under  a  comprehensive  new  act  was  due  to  the  prompt  action  of  the 
states  in  taking  advantage  of  the  law  and  to  the  interest  that  the  legislation  created  among  the 
many  voluntary  and  professional  groups. 

Last  year  also  marked  the  inauguration  of  a  new  program  of  training  for  rehabilitation  personnel, 
to  overcome  what  the  Senate  Committee  on  Labor  and  Public  Welfare  described  as  "one  of  the  most  seri- 
ous problems  in  rehabilitation."    As  of  August  15,   1955,  slightly  more  than  a  year  after  the  President 
signed  the  law  into  effect,  91   teaching  institutions  had  arranged  their  curricula  and  plans  to  cooper- 
ate and  had  received  grants  to  help  expand  their  teaching  programs  in  rehabilitation.     To  aid  students 
10*1  traineeship  grants  were  made  to  institutions,  which  in  turn  made  traineeship  awards  to  nearly  600 
students  in  physical   therapy,  occupational   therapy,  rehabilitation  counseling,  social  work,  and  other 
fields  closely  allied  to  vocational  rehabilitation. 

At  the  same  time,  a  program  of  training  grants  for  physicians  in  rehabilitation  was  established, 
through  which  basic  curricula  could  be  broadened  to  include  rehabilitation  concepts  and  technics. 
For  residency  training  in  physical  medicine  and  rehabilitation,  kk  grants  were  made;    in  this  field 
the  Office  of  Vocational  Rehabilitation  now  administers  residency  grants   in  physical  medicine  and 
rehabilitation  formerly  provided  through  the  National    Institutes  of  Health. 

These  first  steps  were  completed  in  the  first  year,  as  a  beginning  of  what   it   is  hoped  will  be 
a  substantial  contribution  by  the  Office  of  Vocational  Rehabilitation  to  the  nation's  training  needs 
in  rehabilitation.     During  this  present  fiscal  year,  which  began  July  1,  $2,075,000  is  available  for 
teaching  grants  and  tra i neesh i ps--a  sizable  increase  over  last  year's  funds. 

The  approach  to  the  shortage  of  rehabilitation  facilities  by  the  Office  of  Vocational  Rehabilita- 
tion is  showing  equally  tangible  results.     It  is  working  both  toward  the  expansion  and  improvement  of 
existing  facilities  and  toward  the  construction  of  new  ones.     Efforts  in  this  connection  are  based 
both  upon  Public  Law  565  and  upon  the  closely  allied  Medical  Facilities  Survey  and  Construction  Act 
of  \S5k. 

Using  funds  being  made  available  to  the  state  vocational   rehabilitation  agencies  during  the 
current  fiscal  year,   27  agencies  have  made  plans  to  establish  rehabilitation  facilities  of  various 
types;  33  agencies  have  provided  for  the  establishment  of  sheltered  workshops.     Funds  also  have 
been  made  available  to  the  various  states  to  encourage  better  liaison  between  rehabilitation 
agencies  and  state  hospitals  and  other  institutions  with  physical  medicine  and  rehabilitation 
programs.     State  rehabilitation  counselors  are  working  on  the  scene   in  the  hospitals  and  clinics 
involved.     Early  referral  for  nonmedical   rehabilitation  services  is,  of  course,  a  primary  objec- 
tive. 

Among  the  grants  made  for  expanding  or  improving  existing  rehabilitation  facilities  are  several 
of  particular  benefit  to  the  severely  disabled,  for  example,  funds   in  partial   support  of  a  model 
citrus  grove  have  been  awarded  to  help  the  blind  learn  how  to  raise  citrus  fruits  and  to  demonstrate 
how  their  abilities  can  best  be  adapted  to  a  specific  agricultural   pursuit.     Under  another  grant,  a 
vocational   rehabilitation  agency  is  working  with  a  local  health  department   in  setting  up  "treadmill" 
equipment  for  specialized  evaluation  of  the  work  tolerances  of  heart  disease  sufferers.     There  are 


33 


many  other  projects  of  an  equally  stimulating  nature—projects   in  which  the  investment  will  bring 
excellent  returns  of  a  social,  economic,  and  humanitarian  nature. 

In  research  in  rehabilitation  problems,  encouraging  progress  is  being  made.     During  fiscal  year 
1955,   20  "special  project"  grants  were  awarded  for  original   research   into  a  variety  of  rehabilita- 
tion problems  of  concern  to  a  number  of  states.     All   such  grants  were  made  upon  the  recommendation 
of  the  National  Advisory  Council  on  Vocational  Rehabilitation;  the  organizations  receiving  them  were 
required  to  provide  at   least  one  dollar  for  each  two  dollars   in  federal   funds  awarded. 

A  number  of  these  special  project  grants  went  into  research  concerning  the  problems  of  the 
severely  disabled.     One  was  made  to  a  New  York  organization  to  develop  an  evaluation  and  work 
classification  system  for  cerebral   palsied  adults.     Another  went  to  a  Denver  hospital   for  partial 
support  of  a  project  to  rehabilitate  sufferers  from  chronic  intractable  asthma  who  are  unable  to 
work.     A  major  aspect  of  this  project  will   be  the  establishment  of  a  complete  rehabilitation 
center  within  the  hospital  as  a  demonstration  that  may  be  followed  elsewhere.     Other  grants  were 
made  to  a  Los  Angeles  organization  to  study  the  industrial  assimilation  of  epileptic  persons  in 
a  community  workshop  environment  and  to  an  Alabama  group  for  developing  means  of  organizing  and 
financing  state-wide  marketing  facilities  for  products  made  by  shut-ins. 

These,  then,  are  some  of  the  things  the  Office  of  Vocational  Rehabilitation  is  doing  through 
the  state-federal   partnership  to  cope  with  the  gaps   in  the  personnel,   facilities,  and  research 
fields.     Although  progress  is  being  made,   it  will  have  real  meaning  only  if  it  is  part  of  a  total 
teamwork  approach  to  rehabilitation.     If  we  are  to  meet  the  needs  of  the  disabled  workman,  we  must 
have  a  team  concept  that  extends  beyond  the  specialties  within  a  hospital  and  brings  into  play  the 
energies,   talents,  and  support  of  whole  communities.     We  should  not  permit  ourselves  the  Illusion 
that  the   injured  workman  can  receive  adequate  rehabilitation  without  first  ensuring  that  the  com- 
munity is  prepared  to  furnish  comprehensive  services. 

There  Is  a  very  real   need  today  for  physicians  generally  to  recognize  that  rehabilitation  in 
Its  broadest  sense   is  part  of  the  medical   care  that  should  be  demanded  as  a  right  of  the  individual 
to  total  compensation  for  his   injury.     The  specialty  of  physical  medicine  and  rehabilitation  has  a 
major   interest   in  this  principle  and  perhaps  can  do  as  much  as  any  other  group  to  further  the.  con- 
cept as  part  of  compensation  medical  care. 
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PART  I  I 


THE  ROLE  OF  THE  REHABILITATION  COUNSELOR 


The  nature  of  the  role  of  the  rehabilitation  counselor  has  been  the  subject  of  considerable  dis- 
cussion.    Although  this  discussion  has  perhaps  been  increased  in  the  past  few  years,    it  has  actually 
been  almost  continuous  from  the  beginning  of  the  f edera 1 -s tate  program  in  1920. 

Two  rather  distinct  points  of  view  have  been  maintained.     One  sees  the  counselor  as  performing 
a  variety  of  roles  throughout  the  rehabilitation  process  and  functioning  as  a  coordinator  of  services. 
This  point  of  view  was  expressed   in  an  Office  of  Vocational  Rehabilitation  publication  as  follows: 
"Of  fundamental    importance  is  the  principle  that  from  the  inception  of  the  rehabilitation  case  to 
its  conclusion  only  one  agent  should  deal  with  the  disabled  person.     Functional  handling  of  cases 
was  tried   in  the  soldier  rehabilitation  work,  and   it  proved  a  failure.     Experience  in  civilian  work 
also  demonstrated  that   it   is  essential   that  all   phases  of  rehabilitation  be  handled  by  the  same 
person.    Any  attempt  to  assign  them  to  different  persons  results  in  confusion,  differences  of 
opinion,   loss  of  time,  the  necessity  of  the  rehabilitant  adapting  himself  to  more  than  one  person, 
and  tends  to  limit  the  understanding  of  the  whole  rehabilitation  problem  on  the  part  of  members  of 
the  staff"  (5,  p.  Mt). 

This  point  of  view  is  represented  currently  by  the  papers  of  Clements  and  Johnston.     The  counse- 
lor is  essentially  seen  as  a  coordinator,  expeditor,  with  some  familiarity  with  a  number  of  aspects 
of  rehabilitation.     Nevertheless,  he  does  not  perform  all   the  professional  services  needed  by  the 
client.     Specialists   in  medicine,  psychology,  social  work,  placement,  etc.,  are  utilized,  so  that 
the  client  does  have  to  deal  with  a  number  of  other  persons  during  the  process.     Criticism  of  this 
point  of  view  was  expressed  by  McDonald  in  \3kk.     She  wrote  that  "maximum  results  cannot  be  achieved 
...even  with  the  most  excellently  qualified  staff,   if  in  addition  to  the  counseling  and  supervision 
of  individuals,  the  worker  is  responsible  for  finding  disabled  persons  in  need  of  service,  for  han- 
dling the  public  relations  of  the  department for  administrative  functions,  and  for  burdensome 
clerical  detail.,..     The  rehabilitation  worker  cannot  become  expert  in  all   things,  and  an  attempt 
to  do  so  may  result  in  a  smattering  of  knowledge,  dangerous  to  apply"  (3,  pp.   180,  184). 

The  second  point  of  view  sees  the  counselor  as  a  specialist,  who  does  not  attempt  to  be  all 
things  to  the  client.     The  same  Office  of  Vocational   Rehabilitation  publication  just  cited  later 
Includes  the  following:     "Another  principle  of  primary  importance  is  that  the  rehabilitation  agent 
be  constantly  prepared  to  correlate  his  service  with  the  services  of  other  agencies  that  are  able 
to  assist  in  the  program....     If  the  rehabilitation  agent  attempts  to  qualify  as  a  social  worker, 
a  public  employment  officer,  a  compensation  expert,  an  artificial   appliance  expert,  or  what  not, 
he  spreads  himself  out  so  thin  that  his  own  particular  and  specific  function,  that  of  counsel, 
advisement,  supervision,  cooperation,    is  neglected.     He  becomes  a  'Jack-of-al 1 -trades  and  a  master 
of  none  1,1  (5  ,  p.  ^5) . 

Several  of  the  following  articles  present  the  rehabilitation  counselor  as  a  professional  whose 
function  is  counseling.  These  writers  emphasize  the  unity  of  all  counseling,  whether  the  client  is 
disabled  or  not.  There  are  some  who  would  make  the  rehabilitation  counselor  unique,  not  because  he 
performs  the  varied,  Jack-of-al 1 -trades  functions  referred  to  above,  but  because  he  deals  with  dis- 
abled individuals.  This  point  of  view  is  presented  by  Hall  and  Warren  and  to  some  extent  by  Jacobs 
(1  ,  2).  Most  writers,  however,  while  recognizing  that  certain  specialized  knowledges  or  skills  may 
be  required  in  the  rehabilitation  counselor,  feel  that  the  basic  similarities  among  all  counselors 
outweigh  differences  arising  from  the  kinds  of  clients  they  work  with.  The  current  description  of 
the  functions  of  the  rehabilitation  counselor  by  the  Office  of  Vocational  Rehabilitation  appears  to 
emphasize  the  commonalities  (^5). 

It  seems  to  be  desirable  that  the  rehabilitation  counselor  identify  himself  with  a  basic  pro- 
fession,  rather  than  attempt  to  develop  a  new,  unique  profession.     The  field  of  counseling  is 
rapidly  becoming  professionalized,  and   it  would  appear  that  rehabilitation  counseling  would  benefit 
by  associating  itself  with  others  whose  work  is  basically  similar. 
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WHAT  IS  A  REHABILITATION  COUNSELOR? 


The  Counselor  as  He  Sees  Himself 
Stanley  W.  Clements 


Whatever  interpretation  the  rehabilitation  counselor  puts  upon  his  professional   role,  his  think- 
ing is  inevitably  projected  against  a  background  of  certain  controlling  salient  factors  which  in  a 
discussion  of  this  kind  we  do  well   to  recognize.     Why  does  he  think  as  he  does?    Why  the  wide  variety 
of  self-interpretations  that  we  find  to  prevail  among  rehabilitation  counselors? 

In  the  first  place,  counselors  differ  greatly  from  one  to  another  in  the  matter  of  the  positions 
they  hold  and  the  performance  expected  of  them.     Some  work  in  the  setting  of  a  hospital  or  sanatorium, 
others  under  the  conditions  provided  by  a  rehabilitation  center,  others  as  members  of  a  state  voca- 
tional  rehabilitation  agency  staff.     The  last-mentioned  group  is  a  large  one  which  has  developed  a 
considerable  degree  of  sel f -awareness ;  but  it  would  be  a  mistake  to  think  of  these  counselors  in 
terms  of  uniformity  of  function.     In  some  states  the  agency  they  serve  is  part  of  the  state's  Depart- 
ment of  Education;   in  others  it  is  a  Health  and  Welfare  unit.     In  some  states  there  is  a  single  agency 
dealing  with  disabled  persons  in  all  categories;   in  others  there  is  an  entirely  separate  agency  deal- 
ing exclusively  with  the  blind. 

Aside  from  the  differences  in  counselor  function  which  grow  out  of  such  differences  in  organiza- 
tion there  are  those  which  reflect  diverse  philosophies  of  administration.     In  some  state  agencies 
the  counselor  himself  makes  important  decisions  as  to  what  services  will  be  rendered,  how  much  money 
spent,  what  tests  given,  and  so  on.     In  others  the  counselor  is  required  to  clear  with  an  area  super- 
visor, perhaps  even  with  the  state  director.     Understandably,  the  latter  counselor  will   tend  to  think 
of  himself  as  an  office  clerk,  or  "leg  man,"  or  office  boy,  rather  than  as  a  professional  worker. 

Still  further  differences  in  sel f - i nterpretat i on  grow  out  of  the  counselor's  own  personality  as 
developed  through  the  interplay  of  character  and  training  and  environment  and  experience  through  his 
precounselor  years.     Moreover,  he  will  almost  certainly  see  his  role  in  a  different  light  as  he  gains 
in  counseling  experience.     Finally,   let  it  be  emphasized  that  what  he  thinks  of  himself  in  relation 
to  his  job  will  be  strongly  influenced  by  his  interpretation  of  what  others  think  of  rehabilitation 
as  a  community  service.     By  "others"  we  mean,  for  example,  the  individuals  with  whom  he  works,  his 
colleagues,  the  representatives  of  cooperating  agencies,  and  the  supporting  public. 


Discerning  a  Pattern 

In  view  of  the  many  factors  making  for  diversity,   it  may  seem  futile  to  raise  the  question  as  to 
how  the  counselor  thinks  and  feels  about  himself.     There  are,  however,  some  general  attitudes,  certain 
points  of  view,  that  are  common  to  rehabilitation  workers  and  form  the  basis  of  behavior  traits  more 
or  iess  characteristic  of  our  professional  "clan."    Many  of  these  common  traits  may  be  thought  of  as 
points  of  self-evaluation,  as  self-feeling,  as  sel f -appra i sa 1  ,  and  projections  of  these  in  terms  of 
what  rehabilitation  folk  think  of  each  other.    At  one  extreme  we  find  rehabilitation  counselors  who 
think  of  themselves  in  terms  of  aggressive  social  engineering  functions.     Contrasted  with  these,  at 
the  other  extreme,  are  the  frightened,  circumscribed,    inhibited  souls  who  regard  themselves  as  hold- 
ing a  relatively  insignificant  position  in  the  community  organization  which  employs  them. 

But  the  large  majority  of  rehabilitation  counselors  are,   I  am  convinced,  at  neither  of  these 
extremes.     Rather  they  think  of  themselves  as  professionally  trained   individuals  employed   in  an 
important,  new,  high-level  profession.     The  counselor  feels  that  he  was  selected  for  his  job  on 
the  basis  of  his  personal  ability,  his  creat i veness ,  and  his  capacity  for  excellent  Judgment.  He 
very  definitely  does  not  feel   that  his  profession  is  subordinate  to  other  major  professions.  He 
is  fully  aware  of  his  social   responsibilities  and  has  the  dynamic  necessary  to  integrate  all  availa- 
ble resources   in  such  a  way  as  to  serve  his  disabled  clients  effectively.     When  he  functions  as  a 
member  of  a  rehabilitation  team,   it  is  with  the  assurance  that  he  stands  among  his  fellows  in  re- 
lated professions  as  a  peer. 

The  rehabilitation  counselor  who  performs  with  satisfaction  his  complicated  task  has  a  fund  of 
useful   knowledges  gained  from  many  sources:     from  the  medical  sciences,  from  psychology,  from 
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psychiatry,   from  counseling  and  guidance,   from  sociology,   from  social  work,   from  law,   from  education. 
He  has  special   skills  acquired  through  study  of  occupational    information  and  placement  techniques. 
From  experience  he  knows  that  to  do  the  job  as   it  should  be  done  the  counselor  must  have  unusual  com- 
petence, percept i veness ,  and  energy.     In  himself  and  his  fellow  counselors  he  sees  a  combination  of 
parent,  doctor,  psychologist,  psychiatrist,   teacher,  policeman,  public  relations  expert,  personnel 
manager,  placement  specialist,  and  Jack-of -a  1 1  - 1 rades .     Certainly  the  field  of  vocational  rehabilita- 
tion is  one  of  the  broadest   in  the  whole  catalog  of  professions. 

There  are,  moreover,   few  occupations  which  require  so  broad  a  knowledge  of  community  activities 
as  rehabilitation  counselors  must  have.     Each  one  thinks  of  himself  as  a  moving  force   in  the  community, 
a  social   engineer  working  to  get  things  done  that  will   help  the  disabled   in  a  long-range,  broad-view 
way.     Sometimes,   to  be  sure,  a  counselor  reaches  the  point  where  he  cannot  see  the  forest  for  the 
trees;  but  there  are  few  who  feel   that  they  are  doing  just  routine  day-to-day  work  with  individuals. 
The  good  and  successful  counselor   is  continually  thinking  of  bigger  things--of  how  he  can  bring  in 
the  people  and  develop  the  facilities  wherewith  to  meet  the  challenge  he  faces  and  really  get  the 
job  done. 


Warnings   in  Order 

Now  and  then  some  counselors  get  the   idea  that  they  know  it  al 1 ,   that  they  need  no  help  from  any- 
body.    Such  an  attitude,  of  course,   gets  one  nowhere.     But  without  going  to  such  an  extreme  the  average 
counselor   is  likely  on  occasion  to  regard   it  as  an   intrusion  on  his  province  when  the  state  employment 
service  or  some  other  organization  undertakes  to  deal  with  the  problems  of  the  disabled  and  appears  to 
be  going  too  far.     He  feels  that  as  a  rehabilitation  specialist  he  is  pretty  well   qualified  to  counsel 
his  client,   thank  you,  and  knows  a  good  bit  about  human  behavior  and  the  effects  of  handicaps  on  per- 
sonality.    Most  counselors  also  feel   that  they  are  good  salesmen  and  know  how  to  sell  employers.  And 
a  good  many  of  us  think  we  know  a  lot  about  modern  industry  when   in  reality  we  know  very  little.  Some- 
times,  too,    in  an  excess  of  self-satisfaction  we  fail   to  utilize  all   the  facilities  and  services  that 
are  available.     There   is   real   danger   in  this  know-it-all   attitude,  which  may   indeed   indicate  that  we 
have  ceased  to  grow. 

As  counselors  dealing  with  "the  whole  man,"  we  sometimes  come  to  think  of  ourselves  as  the  total 
answer.     On  a  sounder  view,  our  function   is  that  of  an  engineer  who  so  utilizes  resources  existing  in 
the  client  and   in  the  community  that  the  disabled   individual   can  get  on  the  road  that   leads   to  reha- 
bilitation.    The  good  counselor  realizes  fully  that   it  takes  a  lot  of  other  organizations  to  work 
with  us   in  getting  him  on  that  road. 

Most  of  us  feel   that  we  do  a  rather  good  job  of  planning  our  work;  but   I  often  wonder  whether  we 
are  as  objective  and  comprehensive   in  this  planning  as  we  should  be.      I   also  wonder  whether  we  evalu- 
ate our  own  work  from  time  to  time  as  we  should.     The  successful    rehabilitation  counselor  has  a  keen 
sense  of  responsibility  and  evaluates  all   of  his  actions   in  relation  to  a  disabled  individual    in  terms 
of  their  impact,  not  only  upon  that   individual   but  upon  the  community.     He  thinks  of  himself  and  of 
those  who  work  in  related  agencies  as  having  a  responsibility  that  goes  far  beyond  the  purely  personal. 
He  realizes     that  he  represents  not  only  himself  but  his  agency  and  the  larger  department  of  which  it 
is  a  constitutent  part.     For  the  most  part,    I   believe,  counselors  do  feel   that  they  and  the  agency 
they  represent  are   integral   parts  of  the  community  structure. 

I  believe,   too,   that  most  counselors  take  seriously  the  matter  of  their  professional  growth. 
Through  observation,    in-service  training,  attendance  at  conferences  and  workshops,  and  advanced 
work  at  colleges  and  universities,   they  are  constantly  striving  to  improve  their  equipment  and 
their  techniques,  for  they  think  of  their  employment  as  a  lifetime  occupation.     This   is  true  in 
the  main,   though  the  low  pay  scale  prevailing  in  many  states   is  discouraging.     At  present  the 
salaries  for  rehabilitation  counselors  range  with  those  of  beginning  teachers,  of  whom  no  work 
experience  is  required  and  only  a  bachelor's  degree.     In  the  counselor's  judgment,  the  level  of 
ability  required  for  his  work,  and  the  wide  range  of  knowledges  and  skills  necessary   if   it   is  to 
be  effective,  justify  a  much  higher  place  on  the  rating  scale.     Here,  he  feels,    is  an  inequity 
which  should  be  corrected  soon   if  new  insights  and  outlooks   in  rehabilitation  are  to  be  reflected 
in  larger  achievement  the  country  over. 


In  Quest  of  the  Best 

Most  of  "us  counselors"  think  of  ourselves  as  problem-solving   individuals.     We  analyze  the 
situation  presented  by  an  applicant  for  service,  we  set  a  goal   that  seems  reasonable,  and  work 
toward   it  by  calling  to  our  aid  all    relevant  experience.     After  a  while  we  think  we  have  come 
to  be  pretty  good  at  sensing  the  feeling  of  an   individual   client.     And  then  sometimes  we  over- 
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estimate  our  competence  and  underestimate  the  complexity  of  the  individual  we  are  trying  to  help. 
Knowing  we  have  developed  certain  skills—such  as  the  ability  to  establish  and  maintain  desirable 
relationships  and  to  understand  human  behavior  and   its  mot i vat i on--we  tend  to  mistake  ourselves 
for  walking  encyclopedias  and  our  clients  for  "cases"  which  can  be  handled  by  following  a  set  of 
rules.     To  change  the  figure,  we  allow  ourselves  to  "shoot  at  the  covey"  instead  of  the  singles. 

This   is,  obviously,  not  good.     But  the  tendency  it  represents   is  one  that  should  not  be  over- 
looked in  any  candid  discussion  of  counselor  attitudes.     For  it  is  of  utmost  importance  that  we  be 
honest  with  ourselves.     If  we  are  not  walking  encyclopedias  so  far  as  the  problems  and  the  potenti- 
alities of  the  disabled  are  concerned,  perhaps  we  should  be.     Certainly,  we  should  know  more  about 
this  particular  job  than  anyone  else  in  the  community.     And  the  successful  counselor   is  one  who, 
having  acquired  the  requisite  knowledges  and  skills,  proceeds  with  the  confidence  of  a  trained 
professional   to  do  the  job  that  needs  to  be  done. 


The  Counselor  as  Others  See  Him 
John  F.  McCowan 


In  the  effort  to  produce  a  reasonably  clear  idea  of  how  a  rehabilitation  counselor  looks  to 
other  people,    I   find   it  helpful   to  consider  those  other  people  as  belonging  to  three  different 
groups,   looking  at  the  counselor  from  different  reference  points.     The  first  group  comprises  the 
clients  whom  the  counselor  serves;   the  second  group,  his  professional   associates  and  co-workers 
in  rehabilitation;  the  third  group,   representatives  of  related  professions,  allied  services  and 
referral  agencies. 

Let  us  first  consider  the  perceptions  of  the  clients  with  whom  a  rehabilitation  counselor  comes 
in  contact.     They  represent,   in  the  nature  of  the  case,  a  wide  variety  of  people  with  different  prob- 
lems, different  needs,  and  a  marked  disparity  in  both  their  willingness  and  their  ability  to  profit 
from  rehabilitation  services. 

To  use  a  positive  approach,  consider  first  the  individual  client  who  has  only  recently  become 
handicapped,  or  who  is  seeking  rehabilitation  services  for  the  first  time--a  client  who  has  a  good 
work  history  as  well   as  a  record  of  adequate  personal   and  social   adjustment.     In  the  majority  of 
cases  such  a  client  welcomes  the  rehabilitation  counselor  as  the  representative  of  an  agency  that 
will  help  him  to  regain  his  place  as  a  productive  member  of  society.     He  will  have  troubles,  fears, 
and  anxieties.     At  times  he  will   present  his  counselor  with  real  counseling  problems,  yet  problems 
that  he  and  the  counselor  can  work  out  together  and  will.     Such  a  client  sees  his  counselor  as  a 
person  who  is  interested  in  helping  him  and  a  person  to  be  trusted  and  respected.     His  attitudes 
and  feelings  toward  himself  are  basically  positive  and  allow  him  to  work  cooperatively  with  his 
counselor  whom  he  perceives  as  a  person  offering  him  help  during  a  period  of  great  change  and 
adj  ustment . 


Services  Not  Welcome 

Consider,  on  the  other  hand,   the  passive-aggressive-type  welfare  referral  or  hospitalized 
patient,  who  has  come  to  depend  upon  his   illness  as  a  method  of  escaping  social   pressure  and  often 
as  the  channel   through  which  he  gains  his  financial   support.     Often  such  a  person's  entire  voca- 
tional and  social  history  reflects  his  feelings  of  failure  and  inadequacy.     To  such  a  client  the 
rehabilitation  counselor  and  his  offer  of  a  medical   examination,  as  well   as  counseling  and  testing, 
represent  a  threat  and  a  danger  to  be  feared  and  resisted  in  every  way  possible.     The  reason  in 
many  cases   is  that  the  physical  examination  which  he  will  be  asked  to  take  may  fail   to  substantiate 
the  presence  of  the  physical   condition  on  which  he  bases  his  claim  to  a  state  pension.     However  in- 
adequate such  a  pension  may  be,  the  idea  of  losing  it  is  hateful. 

The  psychological   test  and  counseling  procedures  may  bring  even  closer  to  conscious  awareness 
his  real  feelings  of  personal    inadequacy  and  self-hate.     So  he  fears  and  resists  his  counselor. 
But  his  hostility  takes  the  form  of  a  pass  i ve  resistance,  which  the  unsophisticated  counselor  often 
mistakes  for  compliance.     The  situation  becomes  more  and  more  confusing  as  the  client  continues  to 
miss  appointments,  to  fail  to  follow  directions,  to  be  unable  to  understand  what  is  wanted  of  him— 
as  the  client  attempts  to  thwart  the  counselor's  efforts  to  bring  him  face  to  face  with  his  real 
problem,  which  is  often  h  imsel f . 

To  such  a  client  the  services  represented  by  the  vocational  rehabilitation  counselor  as  well  as 
the  counselor  himself,  are  things  to  be  feared  and  avoided.     He  often  directs  a  good  deal   of  personal 
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hostility  and  aggression  toward  counselors   in  general.     It   is  this  type  of  client  that  makes  the 
rehabilitation  counselor  wonder  what  he  is  accomplishing  and  whether  his  job  is  really  worthwhile. 
It   is  this  type  of  client  who  leads  us  to  ask  ourselves,  "Exactly  who  am  I   and  what  am  I   trying  to 
do  for  people?" 

Certainly  these  two  clients  represent  extremes  and  we  would  expect  to  find  most  of  our  clients 
falling  into  the  middle  ground  between.     Yet  we  must  remember  that  the  needs,  fears,  hopes,  and  am- 
bitions of  each  individual   client  have  a  marked   influence  on  the  view  he  takes  of  the  rehabilitation 
counse I  or. 

At  this  point   I   should  like  to  consider  a  matter  which  has  caused  me  a  good  deal   of  concern: 
the  trend  of  some  state  agencies  toward  bigger  and  bigger  case  loads  and  an  ever- i ncreas i ng  demand 
for  more  closures.     It  seems  to  me  that  this  can  have  far-reaching  and  detrimental  effects   if  the 
needs  of  the  counselor  are  such  that  he  wants  and  needs  clients  to  accept  the  services  he  offers. 
I   am  sure  many  a  counselor  feels  the  weight  of  undue  administrative  pressure  on  him  to  close  a 
specific  number  of  cases,   far  more  than  he  has  either  the  time  or  the  money  to  service--for  example, 
requiring  80  to  100  rehabilitated  cases  closed  each  year. 

In  such  cases  there  is  danger  that  the  quantity  rather  than  the  quality  of  his  work  comes  to  be 
of  major  importance.     Under  such  conditions  there   is  danger  also  that  his  work  with  his  clients  will 
show  two  things  which  could  be  detrimental   to  adequate  counseling:     first,  undue  haste  on  his  part; 
second,  pressure  put  on  his  clients  to  accept  rehabilitation  services,   regardless  of  whether  the 
timing  is  right  or  not.     It   is  all    too  likely  that  the  client  of  such  a  counselor  may  come  to  see 
his  counselor  as  a  person  too  eager  to  offer  services  —  in  many  cases,  a  person  so  concerned  over 
his  own  administrative  problems  and  paper  work  that  he  has  no  time  to  really  accept,  understand, 
or  work  with  the  client's  problem. 

On  Holding  One's  Own 

Next   I  will   consider  the  manner  in  which  the  rehabilitation  counselor  is  perceived  by  his  pro- 
fessional  associates  and  co-workers   in  rehabilitation.     Obviously,   the  counselor's  role  will  vary 
with  the  scope  and  province  of  his  agency's  program,  with  the  physical   and  social   setting  in  which 
he  works,  and  with  the  level   and  adequacy  of  his  own  training.     Probably  most   important   is  the 
degree  of  personal   respect  that  he   is  able  to  command  from  his  colleagues  as  a  professional  person 
who  knows  his  job  and   is  performing   it  adequately.      In  dealing  with  these  other  services  whose 
general   aim  is  also  that  of  returning  a  person  to  a  productive  and  personally  satisfying  life,  the 
rehabilitation  counselor  may  run   into  some  difficulty  unless  he  is   in  a  position  to  offer  some  con- 
tribution that  the  others  do  not  and  cannot  offer.     In  most  cases  these  unique  services  take  the 
form  of  psychological   counseling,  a  knowledge  of  the  world  of  work  as   it  relates  to  the  handicapped 
individual,  and  finally  a  real   ability  to  integrate  that   individual's  remaining  assets   in  terms  of 
both  his  physical  and  psychological   assets  so  that  a  reasonable  vocational   plan  may  be  worked  out. 

It   is  my  own  feeling  that  the  rehabilitation  counselor  must,  on  a  personal   and   individual  basis, 
earn  the  respect  of  his  associates  on  the  rehabilitation  team  and  must  gain  such  respect  by  knowing 
his  job  and  knowing  it  well.     Unfortunately,  many  people  now  working  as  rehabilitation  counselors, 
while  they  have  good   intentions,    lack  the  formal    training  that   is  required   if  they  are  to  understand 
their  clients,  and  to  work  with  real   feelings  of  security   in  a  professional   setting.     As  many  of  you 
realize,  even  the  specific  term  vocational   rehabilitation  counselor   is  a  relatively  new  one  and  many 
professional  workers  are  at  loss  to  know  exactly  what  services  they  can  expect  from  such  a  person. 
And   it  helps  not  at  all   that   in  many  cases  the  counselor  himself   is  not   identified  with  one  of  the 
older  well-established  profess ions--such  as  psychology,  or  counseling  and  guidance,  or  social  work— 
whose  respective  roles  have  been  developed  and  defined. 

Bid  for  Understanding 

This  leads  me  into  the  third  and  final   area  that   I  would  like  to  consider:     the  manner   in  which 
the  rehabilitation  counselor   is  perceived  by  those  who  are  his  professional   associates   in  many  re- 
lated areas.     I   am  thinking  here  particularly  of  such  people  as  welfare  workers,  social  workers, 
medical   social  workers,  and  the  numerous  special    interest  groups—the  American  Heart  Association, 
Crippled  Children's  Societies,  and  the  like.      It   is  probably  in  this  area  of  relationships  that  the 
greatest  difference  in  the  reception  of  the  counselor  occurs.     For  professionals  who  work  in  each 
of  these  specialties  feel   that  they  are  offering  counseling  services  to  their  clients,  and  no  one 
can  deny  that  their  final   aim  is  the  rehabilitation  of  the   individual  client. 

I   am  sure  that  many  of  these  people  resent  the  rehabilitation  counselor  as  an  intruder  into  an 
area  where  they  have  worked  for  a  good  many  years.     And  yet   I   feel    that  they  do  so  by  reason  of  a 
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lack  of  understanding  on  their  part  of  the  aims  as  well   as  the  specific  skills  of  the  rehabilitation 
specialist.     Unfortunately,  many  rehabilitation  counselors  are  equally  unfamiliar  with  the  aims, 
policies,  and  objectives  of  many  of  the  agencies  from  which  a  good  portion  of  their  referrals  come. 
Here  I  am  thinking  particularly  of  the  relationship  between  the  rehabilitation  counselor  and  the 
county  welfare  worker.     As  many  of  you  know,   there  is  an  increasing  trend  in  many  parts  of  the 
country  to  closely  integrate  the  services  of  these  two  agencies.     For  example,  a  statistical  report 
dealing  with  case  load   in  California   in  195^-1955   indicates  that  ^5  percent  of  the  cases  on  the 
active  case  load  within  the  state  came  from  welfare  referrals. 

As  many  of  us  also  know  from  personal  experience,  rehabilitation  counselors  often  feel   that  the 
welfare  workers  are  trying  to  dump  all  of  their  difficult  cases  onto  them--while  the  welfare  workers 
often  feel   that  rehabilitation  counselors  refuse  to  help  people  who  they  feel   could  and  should  be 
helped.     Here  again  there  may  be  so  much  of  administrative  pressure  on  both  rehabilitation  counselor 
and  welfare  worker  and  so  little  of  real   understanding  of  the  dynamics  of  the  client's  adjustment, 
that  the  result   is   ill   feeling  and  gross  misinterpretation  of  their  respective  roles.     And  again  it 
is  the  individual  client  who  suffers. 

In  summary,    I   find   it  worth  noting  that  the  rehabilitation  counselor  serves  a  wide  variety  of 
people  and  plays  a  great  many  different  roles.     As  a  result  he   is  perceived  by  his  client  and  associ- 
ates in  many  different  ways.     It  is  my  feeling  that  the  reactions  of  most  clients  and  most  professional 
associates  are  of  a  positive  nature  and  that   it  is  up  to  each  of  us  individually  to  continue  to  grow 
and  develop,  keeping  in  step  with  the  leaders   in  our  profession,  and  to  so  conduct  ourselves  as  to 
warrant  this  trust. 


The  Counselor  as  He  Really  Is 
L.  T.  Johnston 


The  rehabilitation  counselor  has  been  called  many  things,  not  all  of  them  complimentary.  A 
determined  effort  has  been  made  and   is  being  made  to  fit  him  into  specific  professions  or  to  indoc- 
trinate him  with  many  disciplines,  give  him  a  peculiar  brand,  and  turn  him  loose  as  a  specialist  in 
his  own  right.    Whatever  else  he  may  be  to  the  psychologist,  the  psychiatrist,  the  sociologist,  the 
social  worker,  and  the  doctor,  he  is  a  "maverick"  of  the  highest  caliber. 

There  may  be  some  who  do  not  know  the  meaning  of  the  term  "maverick."     It  was  used   in  the  days 
of  the  Old  West  to  designate  an  unbranded  calf.     The  calf  became  the  property  of  the  first  person  on 
the  open  range  who  could  catch  and  brand  him.     In  our  business  the  chase  has  been  on  for  some  time. 
The  most  prominent  pursuer  at  the  present  time  is  probably  the  psychologist,  particularly  since  so 
much  of  our  college  training  of  counselors  under  OVR  grants   is  handled  through  the  schools  of  psychol- 
ogy.    Perhaps  this  is  the  best  approach. 

Counselors,    in  the  vocational    rehabilitation  effort,  have  been  drawn  from  many  walks  of  life; 
but  the  great  majority  come  from  those  areas  which  have  to  do  with  human  reactions  and  human  relation- 
ships:    education,  social  work,  psychology.     Few  indeed  are  those  in  whose  background  experience  the 
human  relation  components  were  concerned  only  obliquely. 

Vocational   rehabilitation  counseling  has   its  roots   in  all   of  these  disciplines.     As   it  evolves, 
however,   it  becomes  an  entity  in  itself.     The  vocational   rehabilitation  counselor  represents  an 
individual  who  is  drawing  his  professional   strengths  from  many  sources  of  energy. 

No  matter  what  his  previous  background  may  have  been,   the  counselor  learns  that  he  must  shed 
the  protective  and  at  the  same  time  restrictive  cloak  of  his  former  orientation  and  take  a  broader 
view  of  the  problems  at  hand.     He  learns  to  recognize  the  basic  principles   involved   in  medicine 
and  psychiatry,  psychology,  sociology,  social  work,   law,  education,  and  other  fields.     He  takes 
these  basic  principles  and  contrives  a  more  catholic  approach.     To  be  more  specific,  he  is  able 
to  draw  from  these  fields  whatever   information  is  available  and   interpret  this   information  i  n 
terms  of  vocat  i  onal  object  i  ves . 

Counselor  Philosophy 

The  counselor  recognizes  that  the  reintegration  of  a  disabled  person  into  the  total  social 
order   involves  two  distinct  processes.     One  of  these  processes  concerns  the  individual's  abstract 
concepts  of  himself,  of  society,  and  of  his  place  in  society.     The  other   involves  such  concrete 
things  as  wages,  a  job,  a  place  of  work,  and  a  work  objective. 
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In  the  counseling  process  he  does  not  neglect  the  abstract  and  superior  goals  as  compared  to 
the  self-centered  and  concrete  goals  of  "butter,  bread,  beans,  and  bacon."    He   is  cognizant  of  their 
interwoven  and  close-knit  ties.     He  counsels  with  the  whole  individual  with  insight   into  the  totality 
of  problems   involved.     In  this  presentation  we  are  speaking  of  the  good  counsel or--of  the  counselor 
who  is  on  his  toes,  not  about  the  counselor  who  is  unaware  of  the  opportunities  afforded  by  his  |ob. 

The  rehabilitation  counselor  realizes  the   indivisibility  of  the  human  personality  and  brings  the 
Gesta 1 t  approach  to  his  counseling.     He  has  an   insight   into  the  total   family  situation  and   its  influ- 
ence upon  the  rehabilitation  process.     He  is  familiar  with  the  altruistic  motivations  of  the  client 
expressed   in  service  to  his  church,   to  his  community,  and  to  society  generally. 

The  willingness  to  accept  responsibility  for  action   is  the  meaning  of  maturity.     The  beginning 
of  worthwhile  living   is  the  confronting  of  the   individual  with  his  unique  self-being.     The  counselor 
recognizes  that  every  human  life   involves  an  unfathomable  mystery,   for  "man  is  the  riddle  of  the 
universe"  and  the  riddle  of  man   is  his  endowment  with  personal   capacities.     But  the  rehabilitation 
counselor  is  so  busy  doing  the  adjunct  and  marginal   that  he  cannot  devote  his  full   energies  to  his 
primary  job  of  directly  serving  disabled  persons.     The  framework  of  the  state  agency  organization 
often  makes  him  a  bookkeeper,  a  recorder,   an  errand  boy,  or  an  arranger  of  services.     He  is  often 
frustrated  and  hampered  by  state  law,  by  agency  policy,  and  by  a  dearth  of  facilities  for  rehabili- 
tation purposes. 

The  rehabilitation  counselor  is  closure-conscious.     He  knows  that  those  who  root  for  quality 
from  July  through  January  will   be  yelling  "Get  those  closures   in"  by  April   and  May.     He  knows,  too, 
that  over  the  long  drag  he  must  have  a  sufficient  number  of  closures  to  meet  national   and  state 
quotas.     The  counselor  would  like  to  make  closures   incidental   to  the  Job  of  serving  disabled  clients. 
It  speaks  well   for  his   Intelligence  and  forbearance  that  more  often  than  not  he   is  able  to  do  so. 
But  when  the  pressure  gets  too  great,  he  will  "keep  them  rolling   in,"  and  sometimes  the  rehabilita- 
tion program  suffers  and  the  cause  of  the  handicapped   is  weakened. 

The  rehabilitation  counselor  is  not  allowed  to  forget  the  necessity  of  forms   In  the  case  record. 
Sometimes  he  feels  that  too  much  stress   is  put  on  actually  having  the  form  and  too  little  is  said 
about  what  he  writes  on  the  form. 

In  most   instances  the  counselor  wants  and  will   accept  good  supervision.     He   is  not  too  responsive 
to  the  "blow-in,  blow-hard,  and  blow-out  type"  of  visitation.     He  feels  the  need  of  really  competent 
supervision  with  regard  to  case  work  judgments  and   in  connection  with  specific  problem  cases. 

Task  Far  From  Simple 

The  counselor's  job  is  highly  comp 1 ex--somet i mes  more  so  than  it  needs  to  be.     The  Committee  on 
Utilization  of  Counselor  Services  of  the  Ninth  GTP  Workshop  pointed  out  the  many  nonprofessional 
duties  that  are  required  of  counselors.     The  report   implies  that  the  counselor  should  be  relieved  of 
many  clerical   duties  and  that  state  agency  policies  should  authorize  only  as  many  forms  as  are  abso- 
lutely necessary  to  smooth  program  operation. 

The  rehabilitation  counselor  is  a  recognized  community  leader;  in  most  Instances  he  lives  in  one 
of  the  better  residential  areas  and  is  active  in  church  and  civic  affairs.  He  is  active  in  many  com- 
munity organizations  that  have  the  preservation  and  development  of  human  values  as  primary  aims. 

The  rehabilitation  counselor   is  an  expert  coordinator  of  services.     He  knows  and  uses  community 
resources . 

It  has  been  pointed  out  that  the  rehabilitation  counselor  has  skills   in  many  areas.     He  has 
skills,   knowledges,  and  competencies   in  many  professions.     Since  he  has  become  a  rehabilitation 
counselor,  he  has  acquired  basic,  essential  medical   knowledges  which  enable  him  to  interpret  in 
a  meaningful  manner  diagnostic,   remedial,  and  prognostic   information.      Important  also  is  the  fact 
that  he  knows  the  doctors   in  his  territory.     He  knows  the  doctors  that  are  conscientious  and  able 
practitioners.     He  knows  which  of  his  doctors  can  be  depended  upon  to  give  a  valid  and  current 
report  within  a  reasonable  length  of  time.     He  does  not  attempt  to  talk  to  the  doctor  as  his  equal 
with  regard  to  medical    information,  but  he  does  assume  the  primary  responsibility  for  interpreting 
the  medical   data   in  terms  of  vocational  import. 

In  the  field  of  psychology,   the  counselor   is  not  a  psychological   practitioner.     He  may  be  able 
to  use  only  the  most  simple  paper-and-penc i 1   tests,  or  he  may  have  a  doctor's  degree   in  psychology 
and  be  able  to  use  well    the  projective  techniques   in  his  counselor-client  situations. 
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The  counselor  has  learned  that  he  cannot  spend  all   of  his  time  analyzing  but  must  of  necessity 
move  out  and  go  somewhere,   "somewhere  toward  a  Job  for  the  client."    When  the  counselor  first  comes 
to  his  job  he  may  subscribe  to  the  directive  type  of  counseling  or  he  may  be  a  disciple  of  the  "non- 
directive"  school.     He  soon  becomes  aware  that  the  limits  of  his  program  will   not  allow  many  long- 
drawn-out  indirect-approach  sessions. 

The  rehabilitation  counselor  is  first  of  all   a  human  being,  having  as  many  faults,  foibles, 
aptitudes,  aspirations,  defeats,  and  victories  as  most  human  beings  possess  and  experience. 

Whatever  other  feelings  and  attitudes  and  abilities  the  counselor  may  have,  there  is  usually 
superimposed  on  them  all  a  sincere  humility.     This  is  a  natural  outgrowth  of  the  appreciation  and 
awareness  of  his  limitations  and  imperfections.     Once  as  a  rehabilitation  counselor  I   five  times 
refused  to  train  a  severe  spastic  person  in  radio  repair.     Only  after  severe  pressure  did  I  acqui- 
esce in  this  training,  and  I  did  so  with  certain  knowledge  that  the  client  would  be  a  miserable 
failure.    Today,  a  decade  after  that  experience,  this  same  client  repairs  radios  and  television 
sets  and  has  done  so  successfully  for  these  many  years. 

The  rehabilitation  counselor  is  willing  to  accept  responsibility  for  imparted  counseling.  He 
has  a  broad  perspective  and  is  a  person  of  seasoned  experience  and  Judgment.     He  all  ows  t  he  t  i  me 
necessary  to  solve  the  problem,    if  possible,  and  has  acquired  certain  techniques  that  enable  him 
to  come  up  with  a  satisfactory  answer. 

With  regard  to  a  given  rehabilitation  process  the  rehabilitation  counselor  knows  where  he  stands 
and  understands  the  additional   steps  that  are  required   if  the  client   is  to  reach  his  goal.     This  is 
indeed  a  unique  contribution. 

The  counselor  has  at  least  a  speaking  acquaintance  with  psychiatry.     He  is  familiar  with  the 
methods  used  by  psychiatrists  and  the  treatments  offered.     He  knows  that  when  a  case  involves  psychi- 
atric difficulties  extreme  care  must  be  used  in  counseling  and  selecting  a  suitable  objective.     He  is 
aware  of  results  in  treatments  of  mental  disorder.     He  realizes  that  "the  stars  themselves  are  not  as 
diverse  as  the  minds  that  study  them." 

If  we  consider  counseling  and  guidance  a  profess  ion  within  itself,  we  say  the  rehabilitation 
counselor  has  unusual  competency  in  adapting  information  to  fit  the  needs  of  the  client. 

A  Major  in  Placement 

It  is  in  the  field  of  occupational   Information  for  the  handicapped  that  the  rehabilitation 
counselor  becomes  expert.     His  knowledge  of  job  resource  facilities  for  the  handicapped  in  a  given 
territory  is  large  and  complete.     He  is  on  several  committees  for  employment  of  the  handicapped. 
He  is  in  daily  phone  communication  with  many  personnel  men,  knows  them  by  their  first  name,  drinks 
coffee  with  them,  and  attends  their  meetings.     He  is  constantly  on  the  alert  for  new  placement  op- 
portunities.    He  is  well  versed  in  the  job  demands  of  many,  many  jobs  available  to  his  clients. 
He  is  familiar  with  major  job  classifications  and  sources  of  occupational   information.     The  reha- 
bilitation counselor  is  well  versed  in  educational  opportunities,  prerequisites,  and  educational 
costs. 

Usually  the  rehabilitation  counselor  has  special  abilities  in  two  or  more  disciplines. 

Whatever  his  preparation  or  experience  may  have  been,  he  loses  himself  in  the  broader  concept  of 
the  rehabilitation  process.     If  he  has  been  trained  in  psychology,  he  becomes  a  rehabilitation  counse- 
lor first  and  a  psychologist  second.     If  he  has  been  trained  as  an  educator,  he  becomes  a  rehabilita- 
tion counselor  first  and  an  educator  second.     If  he  has  been  trained  as  a  social  worker,  he  becomes  a 
rehabilitation  counselor  first  and  a  social  worker  second.     He  learns  to  "elucidate  the  obvious  rather 
than  aggrandize  the  obscure."    He  has  learned  that  in  diversity  there  is  strength  and  rehabilitation 
counseling  should  be  a  profession  in  Its  own  right. 


The  Counselor  and  Current  Trends 
Martin  E.  McCavitt 


In  recent  years  a  number  of  dramatic  advances  have  been  made  in  the  field  of  rehabilitation 
which  it  would  seem  worthwhile  to  review.     The  Task  Force  on  the  Handicapped,   reporting  in  1952 
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to  the  Manpower  Policy  Committee  of  the  Office  of  Defense  Mobilization,  cited  the  following  as  out- 
standing developments  of  the  preceding  decade: 

The  vast   increase   in  medical   knowledge  and   improvement   in  medical  care. 

The  remarkable  progress  that  has  been  made  in  the  treatment  of  mental  disease. 

The  rapid  development  of  specialized  rehabilitation  centers. 

The  growth  of  the  state-federal   programs  of  vocational  rehabilitation. 

The  expanded  rehabilitation  services  provided  for  veterans. 

The  marked  developments   in  methods  of  placing  handicapped  persons   in  Jobs. 

The  fact  that  management  and  labor  have  acquired  a  better  understanding  of  what 
trained  handicapped  persons  can  do  as  workers. 

The  growth  of  disability  insurance  coverage  and  compensation  plans,  aiding  persons 
who  formerly  had  no  means  of  meeting  the  expense  of  rehabilitation  service. 

The  marked   improvement   in  prosthetic  and  self-help  devices. 

The  growth  of  public  understanding  of  the  problems  and  capabilities  of  handicapped 
peopl e . 

The   increase  in  the  number,  size,  and  quality  of  voluntary  organizations  serving 
the  handicapped. 

These  are  but  a  few  of  the  many  advances  that  have  come  about  in  recent  years.  What  have  we  as 
counselors,  and  as  organizations  and  agencies,  been  doing  to  meet  the  challenge  of  such  advances  and 
how  will   this  affect  future  trends? 


Design  for  Training 

In  the  fall   of  195^+,  at  the  request  of  the  federal   Office  of  Vocational   Rehabilitation,  ten 
universities  from  different   regions  of  the  United  States  sent  a  six-man  team-~a  physician,  a  nurse, 
a  physical   therapist,  an  occupational   therapist,  a  social  worker,  and  a  counse I  or-- to  the  N. Y.U.- 
Bel levue  Medical   Center  and  the  School  of  Education  of  New  York  University.     They  were  to  discuss, 
in  a  week's  workshop,   the  matter  of  curriculum  planning  for  an  increasing  number  of  such  specialists. 

Some  very  specific  recommendations  were  made  at  the  close  of  these  two  fall   sessions.     The  uni- 
versity personnel   attending  the  conference  returned  to  their  respective  campuses  and  either  initiated 
a  new  program  or  broadened  the  one  already  in  operation.     Today,    instead  of  four  universities  offer- 
ing a  program  for  counselors,  as  was  the  case   in  195^,   there  are  some  thirty  colleges  and  universities 
presenting  training  programs  to  meet  the   increasing  needs  that  exist   in  this  comprehensive  program. 

In  1955  the  National  Rehabilitation  Association  and  the  American  Personnel  and  Guidance  Associ- 
ation jointly  agreed  to  revise  and  adapt  the  19^9  publication,  Counselor  Preparation,   so  as  to  make 
it  representative  of  present-day  thinking,  and  to  make  the  book  available  to  colleges,  universities, 
and  rehabilitation  agencies  for  their  help   in  dealing  with   immediate  needs  and  problems.     The  new 
version  was  the  result  primarily  of  a  one-week  workshop  of  certain  leaders   in  rehabilitation  and 
counseling  fields  held  at  the  University  of  Virginia   in  Charlottesville. 

Many  other  professional  meetings,  conferences,  and  workshops  have  been  based  on  this  topic. 
Short  courses  and  long-range  courses  are  currently  under  way.     New  techniques  and  approaches  are 
being  used;  schools  of  education,   social   service,  and  psychology  are  trying  different  curricula 
and  programs  of  study  in  an  effort  to  determine  how  counselors  may  best  be  prepared  for  the 
functions  they  are  to  perform. 

Survey  and  Forecast 

In  preparation  for  the  present  discussion   I   felt  we  should   inquire  of  those  who  have  been  close 
to  the  planning  scene,   to  find  out  what   turn  their  thought   is  now  taking.     Accordingly,  a  representa- 
tive group  of  counselors,  state  directors,  program  coordinators,  and  administrators  were  asked  to 
reply  to  specific  questions  which  seemed  pertinent  to  the  future  of  rehabilitation  counselors. 


In  this  group  were  represented  the  ten  universities  which  met  in  New  York  City  in  195^,  and 
also  a  number  of  colleges  whose  training  programs  are  a  more  recent  feature,  and  certain  state 
and  private  agencies.     Also  present  were  some  of  those  who  met  at  Charlottesville. 

Of  the  30  questionnaires  distributed,  25  were  returned,  with  replies  and  comments  which  are 
here  summarized. 

1.  Education  or  training  requirements  were  found  to  point  definitely  to  a  master's  degree, 
with  a  number  of  respondents  feeling  the  trend  is  toward  a  third  year  and  on  to  the  Ph.D.  Emphasis 
on  study  of  human  behavior  and  on  specialized  field  work  was  strongly  urged.    The  master's  degree 
is  the  minimum  that  will  help  professionalize  the  field,  and  those  who  would  not  insist  on  the 
master's  would  encourage  more  specialized  work  in  various  areas,  plus  an  internship. 

2.  There  was  general  agreement  that  rehabilitation  counselors  will  have  to  have  certain  pre- 
requisites in  their  undergraduate  work — psychology,  sociology,  economics,  and  general  social  science 
courses.     Biological  sciences  and  education  were  also  included  but  to  a  lesser  degree.     These  courses 
will  have  to  be  secured  before  the  student  can  proceed.     Several  of  the  group  would  not  insist  on 
prerequisite  courses  but  would  stress  the  good,  broad,   liberal   training  needed  to  round  out  any 
person's  education. 

3.  A  difficult  question  to  answer  was  this:    What  areas  of  study  will   requi  re  greater  emphas  i  s 
as  new  courses  of  tra  i  n  i  ng  are  devel oped7    There  was  general  agreement  that  emphasis  should  be  placed 
first  on  human  development  and  personality;  appraisal  of  the  individual;  counseling  therapy  and  prac- 
tice.    Psychology  of  the  disabled  and  placement  techniques  and  policies  were  also  listed.    This  again, 
I  believe,  points  to  more  emphasis  on  the  functioning  man.     Other  areas  stressed  were  field  work  in 
placement,  case  recording  and  interpretation,  and  medical  information. 

k.     Considering  the  four  legs  to  our  "rehabilitation  table,"  a  related  question  was  asked: 
Where  will  the  greatest  future  need  be  pi aced  for  counsel ors  of  tomorrow?    Here  again,  psychological 
aspects  ranked  first;  the  vocational  came  second,  followed  by  social  and  medical  aspects.  Counselors 
have  been  too  closely  identified  with  vocational  education  and  training  in  the  past,   it  was  stated,, 
and  usually  do  not  have  a  good  background  in  psychology. 

5.  By  way  of  recognizing  that  both  professional  or  academic  training  and  supervised  field  work 
are  essential,  a  question  was  asked  as  to  the  need  for  greater  extens i veness  and  comprehensiveness 
in  these  areas.    This  question  was  answered  by  many  with  the  statement  that  both  are  needed.  There 
was  a  feeling,  however,  that  a  greater  effort  is  indicated  in  the  direction  of  superv  i  sed  exper  i  ence 
or  field  work ,  extended  over  a  period  of  twelve  months.     A  field  work  program  should  be  developed 
similar  to  those  in  social  work,  medicine,  and  psychology. 

6.  In  response  to  the  question  of  whether  a  formal    internship  training  program  with  a  certified 
agency  or  organization  is  required,  twenty-three  respondents   indicated  that  this  is  the  trend. 

7.  In  relation  to  specific  personal  characteristics  for  the  rehabilitation  counselors  of  tomor- 
row,  it  was  pointed  out  that  these  people  must  be  dedicated,  and  interested  in  the  rehabilitation  Job 
ahead.     They  must  be  able  to  maintain  good  interpersonal   relations  and  have  social  and  emotional  matur- 
ity as  well  as  imagination  and  a  good  healthy  professional  outlook.     (I  have  heard  on  several  occasions 
that  we  may  not  be  attracting  the  best  candidates  to  our  rehabilitation  programs.     Perhaps  these  criteria 
should  be  studied  and  followed  more  closely  in  our  screening  of  applicants.) 

8.  In  considering  basic  abilities  and  skills  that  should  be  stressed,  the  ability  to  understand 
human  behavior  again  was  considered  most  important.     Ability  to  interpret  the  potential  capacities  and 
abilities  of  the  disabled  and  their  vocational  significance  was  considered  next  in  importance;  other 
areas  that  were  chosen  included  ability  to  recognize  manifestations  of  physical  and  mental  disabilities, 
and  ability  to  make  discriminating  use  of  available  community  services. 

9.  There  did  not  seem  to  be  a  trend  toward  "specialization"  among  counselors.     Some  commented 
that  this  is  coming  ("It  is  inevitable,"  or  "There  is  a  tendency  toward  it.").     But  generally  it  was 
felt  that  specialization  would  be  restricted  to  workers  in  the  large  cities. 

10.  In  the  matter  of  professional   identification  and  certification,  there  is  little  question, 
according  to  the  group  answering,  that  this  is  a  continuing  problem  and  that  it  is  necessary  in 
order  to  give  the  rehabilitation  counselor  the  proper  status  and  standards  for  his  work. 


Counselor  of  Tomorrow 

In  summary,  the  subject  of  our  study  Is  a  rather  young  "profession"  dating  back  less  than  forty 
years.     In  earlier  years  counselors  were  necessarily  dependent  upon  other  professions  which  they  drew 
upon  for  certain  knowledge  and  skills,  and  restricted  in  their  operations  by  the  insufficient  amounts 
of  money  appropriated  by  the  several  state  legislative  bodies,  and  other  limitations. 

Rehabilitation  jobs  have  had  to  change  with  the  advance  in  medicine  and  the  recognition  of  the 
rights  of  all  people  to  a  better  and  fuller  life.    With  improved  legislation  at  all   levels,  a  broader 
and  more  comprehensive  economy  and,  above  al 1 ,  a  sounder  philosophy  for  all   the  disabled,  there  has 
come  a  wholesome  demand  for  a  higher  type  of  service. 

As  the  number  of  counselors  increases,  they  will  continue  to  change  in  relation  to  their  Job 
and  as  a  profession.     This  trend  is  already  evidenced  in  terms  of  Job  demands,  duties,  and  training 
required.     They  will  work  with  more  seriously  impaired  clients  and  extend  services  to  many  now  con- 
sidered ineligible  or  barred  by  the  "feasibility"  requirement.    They  will  work  in  a  more  intensive 
way  with  the  family  and  the  client.     They  will  understand  and  appreciate  the  need  to  work  more 
closely  with  related  professions  as  members  of  a  team. 

They  will  be  a  more  highly  educated  group,  with  the  master's  degree  a  minimum  requirement  and 
specific  prerequisites  listed  as  part  of  their  course  of  study.     Greater  emphasis  will  be  placed  on 
psychology,  sociology,  and  economics  as  they  apply  to  the  disabled. 

A  general  need  exists  for  better  understanding  of  the  human  being--more  emphasis  on  the  way  he 
functions  in  relation  to  his  environment  and  the  many  ways  in  which  he  can  be  productive  and  happy 
in  a  work  s  i  tuat  ion. 

The  counselor  of  the  future  will  have  had  both  academic  t ra i n i ng-- i ncl ud i ng  didactic  presenta- 
tion—and supervised  field  work,  with  emphasis  on  the  latter.     His  soundly  planned  education  and 
professional  experience  will  establish  him  in  a  field  of  work  that  enjoys  the  same  status  as  social 
service,  psychology,  and  other  allied  professions. 

It  would  seem  that  when  these  areas  of  concern  are  thought  through  and  worked  through,  we  will 
attract  to  the  field  of  rehabilitation  counseling  not  only  greater  numbers,  but  people  better  pro- 
fessionally trained  and  personally  qualified.     This  responsibility  is  yours  and  mine. 
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THE  REHABILITATION  COUNSELOR  AS  COUNSELOR 


Robert  P.  Anderson 


Numerous  efforts  have  been  made  to  define  the  position  of  the  rehabilitation  counselor. 
Hamilton  —  to  cite  one  exampl  e—  1  i  kens  the  job  to  that  of  a  quarterback,  who  calls  the  signals 
for  the  other  members  of  the  team  and  sometimes  runs  with  the  ball  himself  {k ,  p.  205).  There 
appears  to  be  general  agreement  that  the  rehabilitation  counselor,  particularly  in  a  state 
agency,   is  the  coordinator  and  expediter  of  a  series  of  services  each  of  which  has  an  effect 
upon  the  client's  eventual  vocational  adjustment.     The  counselor  himself  is  expected  to  be 
skilled  as  a  vocational  guidance  specialist,  as  a  placement  specialist,  and  to  some  extent  as 
a  personal  counselor.     It  is  with  this  last-mentioned  phase  of  the  counselor's  responsibility 
that  the  present  paper  is  concerned.     Its  primary  purpose  is  to  present  a  functional  framework 
for  evaluating  the  rehabilitation  counselor  as  a  counselor. 

One  might  question  the  title  chosen  for  this  paper.     Isn't  the  rehabilitation  counselor  a 
counselor?    An  examination  of  several  current  definitions  of  counseling  provides  a  basis  for 
reply. 


A  Variety  of  Views 


Rogers  (6,  p.  3)  defines  counseling  as  a  series  of  direct  contacts  with  the  individual  which 
aims  to  offer  him  assistance  in  changing  his  attitudes  and  behavior.     He  defines  a  counselor  as 
anyone  who  deals  with  individuals  who  are  maladjusted,  perplexed,  or  failing. 

According  to  Bordin  (1,  p.  6),  counseling  and  psychotherapy  are  terms  which  have  been  used  to 
apply  to  Interactions  which  occur  when  one  person  referred  to  as  the  counselor  or  therapist  has 
taken  the  responsibility  for  making  his  role  in  the  interaction  process  contribute  positively  to 
the  other  person's  personality  development. 

Hahn  and  MacLean   (3,  p.  6)  define  clinical  counseling  as  "a  process  which  takes  place  in  a  one- 
to-one  relationship  between  an  individual   troubled  by  problems  with  which  he  cannot  cope  alone  and 
a  professional  worker  whose  training  and  experience  have  qualified  him  to  help  others  reach  solutions 
to  various  types  of  personal  difficulties."    These  authors  go  on  to  say  this  about  the  purpose  of 
counseling:     "The  major  mission  is  to  organize  learning  situations  In  such  a  manner  that  the  client, 
after  gaining  new  perception  and  insight  into  his  problem,  will  change  his  behavior  from  what  it  was 
to  something  more  personally  satisfying  and  socially  acceptable." 

In  describing  the  functions  of  the  counseling  process,  Leona  Tyler  (7,  p.   15)  states  that  it 
concerns  itself  with  att  i  tudes  rather  than  act  i  ons ,  and  that  emotional   rather  than  purely  intel- 
lectual attitudes  are  the  raw  material  of  the  counseling  process. 

In  terms  of  these  definitions  of  the  counseling  process,  we  cannot  generalize  and  label  all 
rehabilitation  counselors  as  counsel ors .     An  implied  commonality  among  the  definitions  is  that  the 
counselor  concerns  himself  with  the  motivations  and  attitudes  of  his  clients.     Moreover,  he  assumes 
that  his  clients  have  personal  or  adjustment  problems  which  will  be  the  focus  of  the  counseling 
process.     "When  the  counselor  first  comes  to  his  Job"  says  Johnston  (5,  p.   10)  "he  may  subscribe 
to  the  directive  type  of  counseling  or  he  may  be  a  disciple  of  the  1 nond i rect i ve '  school.     He  soon 
becomes  aware  that  the  limits  of  his  program  will  not  allow  many  long-drawn-out  indirect-approach 
sessions."    Johnston's  position  virtually  eliminates  the  rehabilitation  counselor  as  a  counselor. 

It  would  be  an  injustice  to  generalize  about  the  activities  of  rehabilitation  counselors.  The 
extent  to  which  a  counselor  can  accept  these  definitions  of  counseling  as  a  basis  for  his  operation 
depends  to  a  great  extent  on  the  formal  setting  in  which  he  is  attempting  to  carry  out  his  work. 
The  vocational   rehabilitation  counselor  in  the  Veterans  Administration,  for  example,   is  encouraged 
to  do  adjustment  counseling.     He  is  evaluated  to  a  certain  degree  in  terms  of  his  ability  to  deal 
with  the  emotionalized  attitudes  of  his  clients,  and  he  is  prepared  to  spend  a  series  of  interviews 
to  help  a  client  deal  with  attitudes  which  are  affecting  his  adjustment  to  life.     The  state  reha- 
bilitation counselor  who  works  in  a  hospital--a  tuberculosis,  sanatorium,  for  example,  or  an 
institution  for  the  mentally  i 1 1  —  is  also  in  an  excellent  position  to  work  with  his  clients  on  a 
regular  counseling  basis.     The  same  may  be  true  of  the  counselor  working  in  a  rehabilitation  center. 
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The  rehabilitation  counselor  on  a  state  regional  office  staff  finds  himself  in  a  dilemma.  On 
the  one  hand,  he  is  supposed  to  deal    in  a  counseling  relationship  with  the  attitudes  and  motivations 
of  the  perplexed  client.     On  the  other  hand,  the  realities  of  his  work  negate  the  possibility  of 
long-term  counseling.     As  Johnston  (5,  p.  9)  puts  it,  "The  rehabilitation  counselor  is  so  busy  doing 
the  adjunct  and  marginal   that  he  cannot  devote  his  full  energies  to  his  primary  job  of  directly  serv- 
ing disabled  persons."    Yet  there  are  influences  which  encourage  him  to  be  a  counselor.     For  example, 
virtually  all  OVR  sponsored  training  programs,  whether  of  the  two-week  or  two-year  variety  emphasize 
that  he  must  work  with  the  "total"  individual.     In  short,  the  ideal   rehabilitation  counselor  is  sup- 
posed to  concern  himself  with  the  individual's  abstract  concepts  of  himself,  of  society,  and  of  his 
place  in  society,  as  well  as  such  concrete  things  as  wages,  a  job,  and  a  work  objective  (5,  p.  9). 


Finding  the  Way  Out 


There  are  several  possible  solutions  to  this  dilemma. 

First,  federal  and  state  agencies  can  recognize  the  discrepancy  between  the  ideal  counseling 
situation  and  the  reality  of  the  counselors'  duties.     Positive  action  would  require  changes   in  policy 
so  that  the  counselor  could  spend  more  time  with  each  client.     There  is  no  doubt  that  in  some  quarters 
such  changes  are  on  the  way;  but  the  practicing  counselor   is  concerned  with  realities  rather  than  with 
hopes . 

Second,  the  counselor  can  refer  all  clients  with  adjustment  problems  to  a  psychiatrist  or  psychol- 
ogist. It  is  not  likely,  however,  that  public  agencies  could  afford  intensive  psychotherapy  or  psycho- 
logical counseling  for  a  large  group  of  clients. 

Third,  the  counselor  can  continue  his  present  mode  of  operation,  hoping  that  a  survey  interview, 
some  vocational  guidance,  perhaps  training  and/or  physical  restoration  plus  a  series  of  sporadic  how- 
are-you-doi ng  contacts  will  provide  sufficient  basis  for  attitudinal  change  in  the  perplexed  client. 

A  fourth  solution  is  for  the  counselor  to  so  modify  his  present  frame  of  reference  as  to  effect 
a  compromise  between  the  ideal  and  reality. 

There  are  three  points  the  counselor  can  keep   in  mind  as  he  attempts  to  deal  with  his  dilemma. 
These  points  are  not  new  or  original.     They  represent  an  attempt  to  integrate  a  number  of  ideas 
implicit  in  the  attitudes  of  counselors  seeking  a  meaningful  operational   frame  of  reference  for 
the  i  r  work. 


Limitations  to  Be  Accepted 


First,  the  counselor  must  recognize  and  accept  the  reality  that  he  cannot  do  counseling  of  the 
sort  defined  by  leaders  in  the  field.     Many  practicing  counselors  have  already  accepted  this  reality, 
though  their  comments  suggest  an  acceptance  based  on  an   incomplete  understanding  of  the  meaning  behind 
such  phrases  as  "counseling  the  whole  person."    For  example,  a  common  remark  heard  from  counselors  is 
this:     'These  new  people  can't  expect  to  do  non-directive  counseling  here;   it  won't  work  with  our 
clients."     It  is  assumed  that  nondirective  counseling,  as  frequently  used  in  this  context,   is  a  stere- 
otyped term  applicable  to  all  forms  of  therapeutic  counseling.     The  underlying  idea  seems  to  be  that 
one  cannot  expect  to  provide  a  counseling  climate  conducive  to  client-motivated  changes  in  emotional- 
ized, rehabilitation-defeating  attitudes. 

Acceptance  of  the  "no  counseling"  reality  is  likely  to  cause  considerable  frustration  among  new 
people  entering  the  field,  particularly  those  who  have  had  their  introduction  to  counseling  through 
the  new  counselor  training  programs.     Nevertheless,  the  counselor  who  attempts  to  counsel   in  a  fashion 
inconsistent  with  the  realities  of  his  agency's  policies  provides  a  breeding  ground  for  dissatisfaction 
and  ultimately  inadequate  service  to  clients. 


The  Dynamics  of  Personality 

A  second  major  step  for  the  counselor  is  to  have  as  one  of  his  skills  the  ability  to  assume  a 
diagnostic  attitude  (2)  and  to  differentiate,   in  his  evaluation,  between  the  psychologically  healthy 
and  the  psychologically  unhealthy  client.     (These  terms  are,  of  course,   relative.)    The  healthy  client 
is  one  whose  present  attitudes  and  motivations  are  conducive  to  a  successful   rehabilitation  experience. 
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The  unhealthy  client   is  one  whose  present  attitudes  and  motivations  serve  as  a  barrier  to  the  attain- 
ment of  a  rehabilitation  objective.     The  term  unhealthy  does  not  necessarily  refer  to  the  maladjusted 
client  as  such.     For  example,  a  client  with  a  driving  compulsion  to  succeed  may  be  "unhealthy"  from 
the  point  of  view  of  the  psychological  diagnostician,  yet  have  the  type  of  neurotic  structure  which 
aids  him  in  overcoming  obstacles.     This  evaluation   is  necessary   if  the  counselor  is  to  render  maximum 
service,  either  by  assuming  the  counseling  responsibility  himself  or  by  referring  his  clients  to 
another  agency. 

In  order  to  make  an  attitudinal  evaluation,  the  counselor  should  have  an  understanding  of  person- 
ality dynamics.     Intuitive  guesses  about  a  client's  personality  may  be  appropriate  for  some  counselors, 
but  most  people  need  some  consistent  theory  of  personality  from  which  they  can  view  client  behavior. 
(The  "school"  adhered  to  by  the  counselor  must  be  a  matter  of  personal  choice.     We  are  not  advanced 
enough  in  our  knowledge,  for  example,  to  say  one  must  follow  the  psychoanalytic  doctrine,  or  the  self- 
theory  doctrine.)    An  understanding  of  personality  often  helps  the  counselor  to  interpret  his  client's 
commun i cat i on--to  perceive  what  lies  below  the  surface. 

A  further  requirement  is  that  the  counselor  must  know  how  to  create  an  interview  relationship 
conducive  to  the  expression  of  the  client's  att i tud i na 1 -mot i vat i onal  structure.     Interviewing  of  the 
sort  practiced  by  most  counselors  can  be  roughly  divided  into  two  types.     On  the  one  hand,  there  is 
the  interview  that  yields  little  more  than  a  superficial  case  history.     On  the  other  hand,  inter- 
viewing can  yield  case  history  data  plus  a  rich  understanding  of  client  values,  beliefs,  attitudes, 
and  motives. 

The  characteristics  of  the  counselor  in  this  latter  type  of  interview  are  flexibility,  a  sensi- 
tiveness to  the  nuances  of  client  feeling,  patience,  a  nonj udgmenta 1  attitude,  and  a  feeling  of  self- 
confidence.     The  counselor  must  feel  sufficiently  free  within  himself  to  listen  with  his  "third  ear," 
and  to  communicate  his  understanding  without  fear  that  he  will  upset  or  hurt  his  client.     It  is  only 
in  a  climate  of  free  communication  that  the  client  can  express  his   inner  self.     With  an  increased 
knowledge  of  his  client,  the  counselor  can  make  more  intelligent  referrals,  relate  more  effectively 
to  the  client,  and  use  his  information  about  the  whole  person  as  an  aid  in  interpreting  the  client 
to  other  agencies  and  i nd i v i dua 1 s-- i ncl ud i ng  prospective  employers. 


Creating  the  Therapeutic  Climate 


A  third  step  in  solving  the  dilemma--a  point  not  unrelated  to  the  previous  ones—concerns  the 
counselor's  capacity  to  create  a  warm,  understanding  relationship  with  his  clients  which  does  not 
necessarily  have  as   its  purpose  "counseling."    For  want  of  a  better  term,   this  can  be  labeled  as 
a  therapeutic  climate. 

For  most  counselors  the  ability  to  relate  effectively  in  a  counseling  relationship  is  a  learned 
characteristic  rather  than  an  endowment.     It  can  be  most  effectively  gained  through  intensive  analysis 
of  one's  own  behavior  in  such  relationships.     Too  frequently  the  busy  counselor  spends  his  time  look- 
ing at  his  clients  rather  than  turning  about  and  examining  himself.     If  he  is  encouraged  to  examine 
his  own  behavior,   it   is  likely  that  the  focus  will  be  on  the  quality  of  case  recording  or  perhaps  his 
need  to  use  more  resources  rather  than  the  type  of  relationship  he  creates  with  his  clients.     Yet,  in 
many  cases,  the  qualities  of  these  relationships  can  be  a  major  factor  in  determining  rehabilitation 
success . 

The  important  variable  in  examining  a  relationship  between  counselor  and  client  is  not  the  overt 
behavior  of  the  counselor,  but  rather  his  i  ntent  in  the  interaction. 

We  can  define  intention  as  the  "why"  and  "what"  of  counselor  attitudes — i.e.,  what  he  intends  to 
do  and  why  he  intends  to  do  it.     If  behavior   is  consistent  with  basic  intentions,   the  focus  of  change, 
if  necessary,  becomes  the  counselor's  basic  philosophy.     If  behavior  is  inconsistent  with  intent,  one 
has  a  pretty  good  intimation  that  the  counselor  is  blind  to  himself.     For  example,  Counselor  Helpafeller 
says,  "My  intent  is  to  respect  each  client  as  a  person."    He  may  go  on  to  say,  "This  is  what   I  do  in 
every  case."    Yet  upon  observation  we  find  him  saying,  "You  are  Just  not  able  to  make  up  your  own  mind. 
I'll  do  it  for  you."    Or,  under  pressure  of  obtaining  x  number  of  closures  before  the  end  of  the  fiscal 
year,  he  begins  to  push  clients  hurriedly  through  the  process  of  rehabilitation. 

Creation  of  a  "therapeutic  climate"  in  each  client  contact,  whether  in  an  office,   in  the  patient's 
home,  or  in  a  training  setting,   is  in  this  writer's  opinion  the  answer  to  the  dilemma  of  the  rehabili- 
tation counselor.     If  he  has  succeeded   in  the  endeavor,  he  has  made  possible  the  development  of  client 
self-worth  without  committing  himself  to  a  long  series  of  contacts.     He  has  given  his  client  the 
opportunity  to  experience,  perhaps  for  the  first  time  with  a  professional  person,  a  view  of  himself 
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as  a  person  of  worth.     If  the  client  feels  the  freedom  to  be  himself  and  to  give  expression  to  his 
concerns,   the  counselor  can  really  marshal   the  forces  at  his  command  to  effect  a  satisfactory  adjust- 
ment.    A  half-known  client,  one  about  whom  we  know  only  the  "bread,  butter,  and  beans"  side,   is  the 
potential  source  of  failure  and  frustration  to  the  counselor. 
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COUNSELOR  OR  COORDINATOR? 


C.  H.  Patterson 


The  recent  development  of  training  programs  for  personnel    in  vocational   rehabilitation  raises  a 
question  as  to  the  objectives  of  such  programs.     On  this   important  point  there  appears  to  be  some 
difference  of  opinion  or  confusion,  or  both.     While  the  NRA  is  engaged   in  a  study  which  attempts  to 
provide  some  answers  to  this  question,   it  is  obvious  that  training  programs  cannot  be  delayed  until 
the  results  are  in  hand.     Perhaps,  as  an  interim  contribution,  the  stating  of  these  differences  may 
help  in  clarifying  the  problem  as  a  first  step  to  its  solution. 


Concepts   in  Conflict 


There  are,    it  seems,   two  general   points  of  view  with  respect  to  this   important  matter.     On  the 
one  hand,  many  if  not  most  training  institutions  conceive  their  function  to  be  that  of  training  indi- 
viduals as  qualified  counselors,   to  the  extent  that  this   is  possible  in  a  period  of  two  academic  years 
or  less.     On  the  other  hand,  many  state  rehabilitation  agencies  appear  to  be  interested  not   in  well- 
qualified  counse 1 ors  but   in  what  may  be  called  coord  i  nators .     There  are,  of  course,  some  who  would 
aim  at  both  targets.     The  Charlottesville  group  appears  to  fall    in  this  latter  category  (1).  While 
"the  core  of  the  rehabilitation  counselor's  work  is  counseling"  (pages  16-17),   it  appears  later  that 
"the  typical   rehabilitation  counselor  is  a  combination  counselor,  administrator,  coordinator  of 
services,  and  public  relations  person"  (page  22).     The  job  description  set  forth  by  the  Office  of 
Vocational  Rehabilitation,  on  the  other  hand,  describes  the  rehabilitation  counselor  as  a  counselor 
(2). 

The  differing  conceptions  of  the  rehabilitation  counse 1 or--as  a  counselor  or  as  a  coordinatoi — 
have  their  counterpart,  naturally,   in  differing  conceptions  of  what  constitutes  appropriate  training 
for  such  a  person.     If  we  conceive  of  the  counselor  as  performing  entirely~-or  almost  entirely-- 
counseling  functions,  then  it  appears  obvious  that  he  should  be  trained  as  a  counselor.     But  if  he 
is  to  act  as  a  case  finder,  determiner  of  legal  eligibility,  administrator,  supervisor  of  training, 
social     caseworker,  and  public  relations  officer,  then  possibly  the  training  program  should  be  dif- 
ferent from  that  of  other  counselors.     These  are  only  a  few  of  the  functions  delegated  to  the 
rehabilitation  coordinator. 

In  addition  to  the  training  problem  created  by  these  differing  conceptions  of  the  rehabilitation 
counselor,  there  is  the  problem  of  the  duties  of  the  position.     The  conflict  between  the  two  concep- 
tions of  the  rehabilitation  agent  is  not  a  recent  development.     As  early  as  1936  the  federal  Office 
of  Vocational   Rehabilitation,    in  Bulletin  190,  stressed  the  importance  of  "the  principle  that  from 
the  inception  of  a  rehabilitation  case  to  its  conclusion  only  one  agent  should  deal  with  the  disabled 
person"  (page  M+) .     On  the  following  page,  however,    it   is  stated  that  "if  the  rehabilitation  agent 
attempts  to  qualify  as  a  social  worker,  a  public  employment  officer,  a  compensation  expert,  an  arti- 
ficial appliance  expert  or  what  not,  he  spreads  himself  out  so  thin  that  his  own  particular  and 
specific  f unct i on--that  of  counsel,  advisement,  supervision,  and  cooperat i on-- i s  neglected.  He 
becomes  a  Jack-of-al 1 -trades  and  a  master  of  none"  (page  k$) . 

How  Meet  the  Situation? 


This,    it  appears  to  the  writer,    is  precisely  what  has  happened   in  the  past  twenty  years.  The 
rehabilitation  counselor  has  been  required  to  function  as  a  coordinator,  an  eligibility  and  compen- 
sation expert,  a  dispenser  of  physical   restoration  services,  a  social  worker,  a  placement  expert,  a 
public  relations  man,  and  a  dozen  other  th i ngs-- i nc 1 ud i ng  office  clerk.     It  is  hardly  to  be  wondered 
at  that  the  counseling  function  has  been  all  but  eliminated,  particularly  when  it  is  realized  that 
few  counselors  have  ever  been  trained  in  counseling. 

It  would  appear  that  we  have  several  alternatives.     One  would  be  to  consider  the  counselor  as 
primarily  a  coordinator,  and  develop  a  training  program  which  includes  a  sampling--a  smattering-- 
of  knowledges  from  a  broad  area,   including  legal  aspects  of  public  assistance  and  social  welfare 
programs,  detailed  medical   information,  administration  of  social  welfare  benefits  and  programs, 
public  relations   information,  and  social  casework  procedures,  as  well   as  some  limited  acquaintance 
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wihh  counseling.  This  seems  to  be  the  emphasis  of  a  few  of  the  recently  developed  training  programs 
in  rehabilitation  counseling. 

A  second  approach  would  be  to  try  to  train  an  individual  for  both  functions,  for  counseling  and 
coordinating.  Some  training  programs  appear  to  be  struggling  to  do  this,  which  appears  to  be  impos- 
sible in  the  time  available. 

A  third  alternative   is  to  concentrate  on  the  training  of  competent  counselors   in  the  time  avail- 
able.    This   is  the  approach  taken  by  many  training  institutions,   though  apparently  it   is  not  well 
accepted  by  many  employers  of  rehabilitation  counselors,  who  seem  to  desire  coordinators  rather  than 
counsel ors . 


Counseling  Function   Is  Basic 


Before  suggesting  a  fourth  alternative,    1   should   like  to  indicate  the  advantages  of  this  third 
approach.     In  the  first  place,  an   individual  who  is  well   trained  as  a  counselor  is  trained  in  a  basic 
profession  which  extends  beyond  the  field  of  rehabilitation.     While  there  are  those,  some  of  them 
quite  vociferous,  who  would  make  of  rehabilitation  counse 1 i ng--or  coord i nat i ng--a  new  and  distinct 
profession,   this   is,    in  the  opinion  of  the  writer,  a  short-sighted  view  of  the  goal.     Counseling  is 
broader  than  rehabilitation,  and   its  basic  principles  are  the  same  whether  one  is  counseling  children, 
adolescents,  high  school   students,  delinquents,  college  freshmen,  displaced  persons,   those  with  mari- 
tal problems,  the  emotionally  disturbed,  or  the  physically  handicapped.     To  be  sure,  a  counselor 
specializing  in  any  one  of  these  areas  needs  training  —  or  exper  i  ence—  i  n  working  with  the  particular 
type  of  client.     But  this,  although  necessary,    is  not  sufficient,  or  even  primary.     The  individual 
with  good  basic  training  in  general   counseling  principles  and  methods  can  quickly  learn  to  work  with 
a  particular  type  of  client. 

The  individual  with  good  basic  training  as  a  counselor  is  then  versatile  with  respect  to  the 
type  of  clients  with  whom  he  can  work.     This  may  be  seen  as  a  disadvantage  by  some  who  fear  that  the 
field  of  rehabilitation  will    lose   its  counselors  to  other  fields   if  they  are  so  well   trained  as  to 
be  in  demand   in  many  fields.     Here,  no  doubt,    is  a  real   danger.     But   if   it   is  to  attract  and  keep 
competent  counselors,   rehabilitation  must  compete  with  other  fields.     It   is  precisely  this  inability 
to  compete  in  terms  of  salary  and  congenial  working  conditions,    including  the  opportunity  to  do  pro- 
fessional counseling,   that   is  responsible   in  part  for  the  present   lack  of  staff  and  applicants.  But 
■the  recognition  of  the  important   role  of  counseling  in  the  rehabilitation  process,  and  the  develop- 
ing of  the  counseling  phase,  with  the  opportunity  for  well-trained  counselors  to  contribute  at  the 
level   at  which  they  are  trained,   rather  than  demanding  that  they  be  Jacks-of-al 1 -trades  and  master 
of  none,  will    lead  to  the  development  of  professional    respect  for  rehabilitation  counselors.  That 
this   is  possible  has  been  demonstrated  by  the  Veterans  Administration  programs. 

Another  advantage  of  this  approach   is  that  counselors  with  such  training  can  act  as  coordinators. 
Without  belittling  the  requirements  of  a  good  coordinator,    it  can  be  stated  that  a  well-trained  coun- 
selor can  function  better  as  a  coordinator  than  a  coordinator  can  function  as  a  counselor.     Much  of 
the  background  and  training  for  functioning  as  a  coordinator  is  better  achieved  through  experience 
than  through  formal   training.     The  coordinator  need  not  necessarily  be  a  counselor,  of  course.  In 
some  situations  the  social  worker  may  best  function  as  the  coordinator,  and   in  other  situations 
other  specialists  may  perform  this  function. 

While  a  counselor  may  function  as  a  coordinator,  however,    it  would  be  harmful    if  he  were  to 
perform  such  a  function  to  the  extent  that  he  was  unable  to  do  an  adequate  counseling  Job  with 
his  cases,  which  is  a  situation  existing  all   too  frequently  today.      If  he   is  to  function  entirely 
as  a  coordinator,  then  other  counselors  should  be  available  to  perform  the  counse 1 i ng  funct i on . 
It  would  also  be  unfortunate  if  the  coordinator's  position  were  considered  to  be  a  higher  level 
or  more  valuable  function  than  that  of  the  counselor.     If  this  became  the  case,  with  coordinators 
having  higher  status  and  salaries  than  counselors,   the  counseling  function  would  suffer  because 
of   inability  to  attract  competent  and  well-trained  counselors  to  the  field. 

A  fourth  alternative  was  mentioned  above.     Perhaps,   instead  of  thinking  in  terms  of  either 
counselors  or  coordinators,  we  should  be  thinking  in  terms  of  counselors  and  coordinators.  It 
may  be  that  there  are  two  distinct  functions  and  two  positions,   so  that,    in  many  situations,  we 
should  have  both. 

This   is  a  solution  to  the  problem  which  has  certain  advantages.     The  counselor  would  be  relieved 
of  many  noncounsel  i ng  functions,  and  thus  freed  to  do  a  better  professional   job  of  counseling.  The 
counselor  thus  becomes  one  of  the  specialists   in  the  rehabilitation  process.     The  coordinator,  on  the 
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other  hand,   is  free  to  develop  the  teamwork  necessary  for  the  successful  completion  of  the  total 
process.     He  is  the  person  who  maintains  continuing  contact  with  the  client  throughout  the  process. 
The  separation  of  this  aspect  of  continuing  contact  and  integrating  of  a  variety  of  services  from 
the  counseling  process  itself  is  perhaps  desirable.     Certain  of  the  aspects  of  obtaining  or  supply- 
ing direct  services  and  supplies,  equipment,  or  benefits  may  not  be  consistent  with  the  counseling 
relationship  as  many  conceive  it. 

The  coordinator  may  be  an  individual  with  training  in  one  of  the  basic  rehabilitation  profes- 
sions or  specialties.     But  he  need  not  be.     Utilizing  other  specialists  in  the  rehabilitation  process, 
he  need  not  be  trained  thoroughly  in  any  one  of  the  fields  concerned.     His  is  essentially  an  adminis- 
trative or  integrating  but  nonprofessional  funct ion--unless  one  defines  the  coordinator's  job  as  a 
new  profession,  which  some,  as   indicated  above,  would  do.     But  at  least  he  would  not  require  thorough 
training  in  medicine  or  nursing,  or  physical   therapy,  or  occupational   therapy,  or  counseling,  or 
other  specialized  fields. 

There  is  a  precedent  for  a  separate  position  such  as  this.     In  fact,  there  are  two.     In  recent 
years  hospital  administration  has  become  a  special  field,  outside  of  medicine.     It  was  recognized 
that  medical   training  is  not  required  for  hospital  administration;  so  now  there  are  several  institu- 
tions offering  training  in  hospital  administration.     A  second  parallel   is  that  of  rehabilitation 
center  administrators.     In  this  area  there  are  short-term  courses  available,  but  it  is  still  felt, 
apparently,  that  previous  work  in  one  of  the  rehabilitation  specialties  is  desirable  in  an  adminis- 
trator. 

Which  road  we  take—which  alternative  becomes  accepted—depends  in  part  on  the  needs  and  develop- 
ments  in  the  field  of  rehabilitation.     But   it  should  not  be  influenced  by  the  desire  to  maintain  the 
status  quo,  the  resistance  to  desirable  change  in  an  expanding  field.     Let  us  take  thought  for  the 
needs  of  tomorrow  before  we  establish  the  routine  for  today. 
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THE  REHABILITATION  COUNSELOR  TODAY: 
WHAT,  WHERE ,  AND  WHY 


Sol   L.  Warren 

Under  the  auspices  of  the  federal   Office  of  Vocational   Rehabilitation,  coordinators  of  rehabili- 
tation counselor  training  programs   in  colleges  and  universities  have  been  meeting  annually  to  discuss 
topics  of  common  interest.     The  theme  of  the  February  1959  meeting  was  "A  Broadening  Concept  of  the 
Role  of  the  Rehabilitation  Counselor  in  the  Total   Community  Rehabilitation  Effort."     In  order  to  pro- 
vide a  point  of  departure  for  the  discussion,   the  writer  was  asked  to  present  a  review  of  the  principal 
types  of  Jobs  held  by  rehabilitation  counselors,  with  special  attention  to  the  newer  and  less  common 
ones.     It  was  felt  that  such  a  presentation,    in  pointing  up  the  diversity  of  titles,   levels,  relation- 
ships,  functions,  and  places   in  which  rehabilitation  counselors  work,  would  emphasize  the  increasing 
extent  to  which  rehabilitation  services  are  being  accepted  and  integrated   into  the  over-all  health, 
education,  and  welfare  programs  of  the  community. 

In  preparing  his  material   the  writer  scanned  the  literature,   solicited  responses  from  all  the 
college  coordinators  and  state  directors  of  vocational   rehabilitation,  and  conducted  a  follow-up 
study  of  over  150  graduates  of  the  New  York  state   internship  program.     In  addition,  he  utilized  some 
unpublished  data  accumulated   in  the  OVR-sponsored  counselor  education  research  study  of  1955-58  con- 
ducted by  the  National   Rehabilitation  Association. 

Here  then  is  an  attempt  to  provide  a  taxonomic  description  of  the  genus  rehabilitation  counselor. 
It  undertakes  to  delineate  the  major  species  and  some  of  the  rarer  varieties  of  the  breed,   to  identify 
their  natural   habitats,   to  suggest  their  phylogenetic  relationships,  and  to  consider  some  aspects  of 
their  evolutionary  development.     The  plan  is  grandiose;   the  treatment   is   inevitably  subject  to  limita- 
tions  imposed  by  the  supporting  material. 

Job  Ti  ties 


Even  the  most  cursory  perusal   of  the  data  discloses  that  the  title  "rehabilitation  counselor," 
which  supposedly  designates  the  genus  and   is  used  as  the  frame  of  reference  for  job  descriptions, 
training  programs,  and  professional  organizations   In  the  field,    is   in  practice  employed  only  in- 
frequently.    Instead,   there   is  an  almost   limitless  multiplicity  of  appellations  which,   taken  together, 
probably  constitute  as  accurate  a  description  of  the  job  as  any  currently  available.     Except  for  the 
rare  one-word  title,  "rounselor,"  or  the  polynomial   "selective  placement  rehabilitation  interviewer 
for  the  handicapped,"  (he  pattern  generally  followed  employs  the  word  rehabilitation  as  the  first 
member  of  a  couplet,   following   it  with  counselor,  officer,  agent,  advisor,    interviewer,  aide,  special- 
ist, supervisor,  executive,  coordinator,  caseworker,  secretary,  consultant,  manager,  psychologist,  or 
director.     In  place  of  rehabilitation  as  a  prefix  are  found  such  variants  as  vocational,  placement, 
employment,    industrial,  guidance,   staff,   field,   area,  district,   regional,  or  state. 

The  number  of  possible  couplings   is  something  dreadful   to  contemplate.     Fortunately,   the  theoreti- 
cal maximum  has  not  been  reached;    in  fact,  no  more  than  fifty-odd  titles  were  discovered.     Among  these 
were  many  trinomials,  such  as  vocational   rehabilitation  counselor,  selective  placement  interviewer, 
and  area  supervising  caseworker.     We  might  well    reflect  on  the  question  "What's   in  a  name?" 

Places  of  Employment 

The  rehabilitation  counselor   is  where  one  finds  him--and  he  approaches  ubiquity.     His  chief 
stamping  ground  appears  to  lie  within  that  all-embracing  triangle:     Heal th--Educat ion--Wel fare. 
Although  government  agencies  claim  him  in  greatest  number,   the  trend  toward  an  extension  of  his 
natural  environment   is  unmistakable.     His   largest  single  employer,  now  as   in  the  past,    is  the 
state-federal  vocational   rehabilitation  program.     Other   important  contenders  are  the  Veterans 
Administration,   the  public  employment  service,  departments  of  health,  hospitals,  and  mental 
hygiene,  and  agencies  dealing  with  public  assistance,  social   security,  and  workmen's  compensa- 
tion.    Among  the  Johnny-come- 1  ate  1 i es  are  departments  of  correction,  boards  of  education,  and 
individual   school  systems. 
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Voluntary  nonprofit  agencies  employ  a  significant  number  of  rehabilitation  counselors.  They 
are  found  in  community  councils,  social  casework  agencies,  vocational  advisory  services,  disabled 
veterans  organizations,  visiting  nurse  associations,  and  special  disability  organizations.  The 
last-mentioned,  a  growing  source  of  employment,   include  organizations  working  in  behalf  of  the 
tuberculous,  the  cardiac,  the  blind,  the  hard  of  hearing,  the  mentally  retarded,  the  cerebral 
palsied,   the  muscular  dystroph i ed ,   the  multiple  sclerotic,   the  cancer  victim,  and  the  hemophiliac-- 
even  a  partial    list  reads  like  a  medical  dictionary. 

Hospitals,  the  largest  category  and  likewise  the  one  farthest  from  saturation  with  rehabilita- 
tion personnel,  appear  to  represent  a  great  white  hope  for  the  future.     Rehabilitation  counselors 
are  reported  employed  in  every  section  of  the  country  in  medical  centers,  general  hospitals, 
orthopedic  hospitals,  chronic  disease  hospitals,  mental  hospitals,  tuberculosis  sanatoria,  children's 
hospitals,  and  veterans'  hospitals.    At  least  one  counselor  is  employed  in  a  narcotics  institution, 
while  another  is  assigned  to,  but  not  employed  in,  a  leprosarium.     Outpatient  clinics,  paralleling 
the  hospitals  in  variety,  also  count  many  rehabilitation  counselors  among  their  number.  Psychiatric, 
tuberculosis,  and  cardiac  clinics  report  the  use  of  counselors,  as  do  speech  and  hearing  clinics, 
prosthetic  clinics,  and  optical  aids  clinics. 

Rehabilitation  centers  and  sheltered  workshops,   implementers  of  the  art  and  science  of  rehabili- 
tation in  some  of  its  most  successful  and  dramatic  forms,  rely  upon  the  skills  of  the  counselor  to  an 
ever- i ncreas i ng  extent.     A  sizable  number  are  found  plying  their  profession  at  comprehensive  general 
centers  and  at  various  specialized  centers  serving  the  blind,  the  aged,  the  mentally  retarded,  the 
speech  and  hearing  defective,  the  ex-tuberculous,  the  cardiac,  and  the  victims  of  cancer. 

A  limited  number  of  rehabilitation  counselors  are  reported  working  in  special  schools  for  the 
handicapped,  among  them  schools  for  the  blind,  the  deaf,  the  deaf-blind,  and  (in  one  instance)  the 
mentally  retarded.     All  are  locally  supported  except  the  school   for  the  mentally  retarded,  which  is 
a  state  institution. 

Two  rather  unusual  placements  of  rehabilitation  counselors  merit  mention.     One  is  serving  the 
upper-grade  handicapped  children  attending  an  elementary  school.     The  teaching  certificate  require- 
ment was  waived  to  permit  this  appointment.     In  the  other  instance,  two  school  systems  combined  to 
hire  a  rehabilitation  counselor  to  serve  handicapped  children  within  the  area  of  Jurisdiction. 

Colleges  and  universities  occasionally  employ  rehabilitation  counselors.     These  positions  are 
usually  located  in  student  personnel  departments  or  in  the  guidance,  counseling,  or  testing  centers 
which  these  institutions  maintain  for  the  general  public  as  well  as  for  their  own  students.     In  one 
instance  a  counselor  is  attached  to  a  health  guidance  board;   in  another,  to  a  department  of  psychiatry 
in  a  school  of  medicine.     While  there  is  not  much  activity  here  as  yet,  some  coordinators  are  trying 
to  convince  administration  that  the  counseling  needs  of  handicapped  students  are  Just  as  substantial 
while  they  are  on  campus  as  when  they  graduate  and  find  it  necessary  to  apply  for  such  help  to  reha- 
bilitation agencies   in  the  community. 

And  so  it  goes--a  counselor  here,  a  counselor  there--some  in  work  evaluation  units,  others  in 
prevocat i onal  units  and  heart  classification  units;  one  in  a  juvenile  court,  another   in  a  migrant 
farm  labor  camp;  one  in  the  Puerto  Rican  consulate  in  New  York,  another  employed  by  a  labor  union; 
a  few  in  private  trade  and  business  schools,  others   in  the  personnel   departments  of  large  industrial 
firms;  one  servicing  a  civic  organization  and  one  advising  the  employees  of  an  establishment  which 
hires  only  handicapped  workers. 


Levels  of  Work 


So  much  for  the  natural  habitat  of  genus  rehabl 1 i  tat  ion  counselor.     In  examining  the  levels  at 
which  his  work  is  performed,   it   is  seen  that  he  runs  the  gamut  from  office,  boy  to  president.  Reflect- 
ing the  smallness  of  an  agency  or  one  of   its  constituent  units,  of  the  geographic  area  served,  or  of 
the  scope  of  its  program,    it   is  not  at  all   uncommon  to  find  rehabilitation  counselors  doubling  in 
brass.     Acting  as  chief  officers  within  their  miniature  empires,   these  counselors  may  play  the  role 
of  administrator,  supervisor,  consultant,   liaison  officer,  or  trainer,  or  all  of  these,   in  addition 
to  providing  case  services  to  handicapped  clients.     In  many  such   instances  counselors  assume  the 
title  appropriate  to  the  top-level   f unct i on--adm i n i st rator ,  director,  etc.     Sometimes  these  titles 
are  prefixed  with  an  adjective  which  delimits  the  position — for  example,  Junior,  assistant,  senior 
associate;  or  regional,  area,  or  district. 

At  the  opposite  end  of  the  series  are  those  who  function  as  something  less  than  fully  qualified 
counselors.     Thus  we  find   in  the  Arkansas  experiment  rehabilitation  counselor  aides,  hired  to  perform 
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auxiliary  tasks  on  a  permanent  basis.  And  on  the  payroll  of  the  New  York  State  Division  of  Vocational 
Rehabilitation  there  are  a  number  of  rehabilitation  counselor  trainees.  These  are  employed  in  a  sub- 
ordinate capacity  only  temporarily,  pending  automatic  promotion  to  the  position  of  counselor. 

Somewhere  between  the  extremes  of  chief  officer  and  aide  is  found  the  garden  variety  of  rehabili- 
tation counsel or--the  practitioner,  the  service  worker,  the  representative  of  the  genus.     Despite  the 
numerous  mutations  which  have  modified  the  strain,  he  still   reigns  supreme,  by  whatever  title  known. 


Job  Location 


Rehabilitation  counselors  divide  up  according  to  the  work  station  at  which  they  are  anchored. 
Some  never  leave  the  home  office;  others  rarely  see  it.     The  latter  may  be  housed  by  a  host  agency 
or  institution  or  may  travel  from  one  place  to  another,  using  the  home  office  as  a  base  but  never 
settling  down  for  more  than  a  half-day.     A  fair-sized  group,  particularly  those  who  work  in  hospitals 
and  other  institutions  situated  in  isolated  areas,  are  domiciled  at  these  places. 

The  extent  of  the  geographic  area  covered  by  a  rehabilitation  counselor  constitutes  yet  another 
basis  of  classification.     Variations  range  from  an  entire  state  to  the  relatively  small  district  con- 
tained within  a  densely  populated  local  area.     Between  these  extremes  are  counselors  who  cover  but  a 
single  county,  village,  or  city,  and  others  who  ride  the  range  over  variously  combined  areas.  In 
some  instances,  special  districts  designed  to  include  certain  institutions  and  facilities  have  been 
gerrymandered  to  round  out  a  caseload. 

Funct  i  ons 


We  come  now  to  the  issue  of  general ist  versus  specialist.     If  this  writer  appraises  the  facts 
correctly,  the  general   rehabilitation  counselor  is  headed  for  extinction.     Almost  every  fact  and 
opinion  collected  emphasizes  the  increasing  tempo  of  staff  differentiation.     Even  those  who  report 
no  specialization  do  so  apologetically,  hastening  to  point  out  that   it  will   be  accomplished  as 
staff,  money,  and  facilities  become  available.     Lonely  in  his  view  is  the  respondent  who  maintains 
that  "careful   pi ann i ng . . . w i 1 1  make   it  safe  for  any  rehabilitation  counselor  to  handle  the  entire 
gamut  of  services   in  his  territory,  with  no  particular  consideration  to  specialty  groups." 

Historically,  one  of  the  earliest  elements  used  to  split  up  a  counselor's  caseload  was  the 
nature  of  a  client's  disability.     This   is  still   the  basis  most  commonly  used.     Thus  we  find  rehabili- 
tation counselors  assigned  exclusively  (or  almost  so)  to  groups  having  visual,  aural,  mental,  ortho- 
pedic, or  neurological   impairments;  tuberculosis;  heart  disease;  arthritis;  even  leprosy.     There  are 
also  specialists  within  these  specialties.     Different  counselors  handle  the  blind  and  those  with  low 
vision;  the  deaf  and  those  who  are  hard  of  hearing;  the  mentally  retarded  and  those  who  are  mentally 
ill  or  emotionally  disturbed;   the  amputees  apart  from  other  orthopedics;  victims  of  alcoholism  and 
of  drug  addiction   (ailments  whose  status  as  separate  disease  entities   is  a  moot  question),  and  among 
the  neurol og i cal  1  y   impaired  the  cerebral   palsied,  the  epileptic,  and  the  paraplegic. 

Other  common  bases  for  a  specialized  program  include  the  similarity  of  problems,   the  origin  of 
the  disability,   the  source  of  referral,   the  age  level   of  the  applicants,   the  economic  status  of  the 
group,  and  other  less  easily  definable  characteristics.     The  application  of  these  criteria,  without 
regard  to  the  specific  disability   involved  has  given  rise  to  a  host  of  spec i a  1 i s ts--exper t s   in  the 
handling  of  the  severely  disabled,   the  industrially  injured,   the  homebound ,  school-age  children, 
housewives,  veterans,  the  aged,  prisoners,  probationers,  migrant  laborers,  farmers,  recipients  of 
public  assistance,  civil   service  eligibles,  and  applicants  for  self-employment  and  small  business 
enterpr  i  ses . 

Division  begets  subdivision.     The  industrially  disabled,  we  learn,  may  be  assigned  to  subspecial- 
ists,  depending  on  whether  the  rehabilitation  plan  calls  for  regular  procedures  or  for  a  lump-sum 
investigation.     If  the  latter,  further  fragmentation  occurs   if  the  settlement   is  to  be  used  for  the 
purchase  of  a  dwelling  or  for  the  establishment  of  a  business.     In  like  manner,  separate  counselors 
serve  homebound  clients  being  rehabilitated   into  industrial   homework  and  those  being  prepared  as 
handcraft  entrepreneurs. 

An  increasing  number  of  specialized  assignments  put  a  particular  rehabilitation  process  into  the 
hands  of  a  specific  individual.     Thus,  some  rehabilitation  counselors  devote  their  time  to  intake 
functions,  others  to  referral,  evaluation,  psychomet r i cs ,  physical   restoration,  placement,  follow-up, 
and  even  counsel ing.     Nor  does  the  division  of  labor  end  there,  for  we  discover  that  the  placement 
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function  itself  is  often  divided  among  spec i a  1 i s ts--spec i al  i s ts  in  farm  placement,   industrial  place- 
ment, small  business  enterprises,  and  even  a  sub-subspec I  a  1 ty  within  the  latter  to  handle  vending 
stand  placements.     Moreover,  while  most  intake  specialists  do  screening,  there  are  some  reported  as 
doing  "prescreen  i  ng  . 11 

Some  of  the  functions  commonly  performed  by  rehabilitation  counselors  seem  only  remotely  related 
to  direct  case  services.    These  include  public  relations,  consultative  services,   liaison  work,  research, 
and  disability  certification.    When  these  "outside"  activities  occupy  a  portion  of  the  rehabilitation 
counselor's  time,  they  may  well  be  considered  "broadening."    However,  when  a  counselor  is  assigned 
full-time  to  such  activities,   the  question  arises  as  to  whether  he  Is  still   a  counselor. 

When  it  comes  to  hiring  rehabilitation  counselors  for  specialized  assignments,  knowledge  of 
rehabilitation,  while  not  harmful,    is  sometimes  the  1 east-sought-f or  commodity.     Of  one  candidate 
a  correspondent  writes^  "Although  he  never  did  vocational   rehabilitation  work  before  coming  to 
/his  present  positio]i/,  he  could  pilot  his  own  plane  and  make  any  necessary  repairs."    And  from 
a  Job  specification  for  an  agricultural  counselor  for  the  blind  comes  this:     "Graduation  from  a 
four-year  college  with  a  major  in  agriculture  plus  three  years  of  full-time  paid  experience  in 
work  in  an  agricultural   setting.     A  person  with  a  master's  degree   in  agriculture  can  qualify  if 
he  has  only  two  years  of  experience  in  an  agricultural  setting."    Rehabilitation]     What's  that? 

Along  the  same  lines,  some  rehabilitation  counselors  are  hired  for  special  assignments  because 
they  speak  Spanish  or  Eskimo,  are  familiar  with  the  customs  of  the  Okie,  know  how  to  appraise  a 
multiple-family  dwelling,  or  are  experts  in  contract  procurement  or  cost  accounting.     It  is  Interest- 
ing to  speculate  whether  any  of  these  subjects  are  included   in  our  rehabilitation  curricula.  Should 
they  be? 

An  incidental  outcome  of  specialization  is  the  emergence  of  new  supervisory  lines.     As  the 
number  and  varieties  of  specialists  multiply,  there  is  a  rising  demand  for  coordinators  of  special 
services,  unit  supervisors,  section  supervisors,  program  supervisors,  project  supervisors,  and  the 
like.     Since  this  trend  enhances  promotion  opportunities  all  along  the  line,  everybody  seems  to  be 
for  it,  even  the  general ists. 


New  Developments 


In  discussing  specialization  and  diversification,  the  writer  has  intentionally  left  to  the  last 
a  consideration  of  three  particular  groups  of  clients  that  are  singularly  important  for  the  future 
of  rehabilitation.     Should  service  to  any  one  or  all  of  them  become  a  major  feature  of  rehabilitation 
programs  generally,  the  demand  would  so  far  exceed  existing  resources  that  fulfillment  would  be  impos- 
sible without  a  major  expansion. 

The  first  group  concerns  those  disabled  individuals  who,  under  current  legislation,  may  apply 
for  a  freeze  of  their  social  security  benefits,  or  for  cash  disability  payments.     In  either  case, 
eligibility  for  these  benefits  depends  upon  an  official  determination  as  to  the  totality  or  perma- 
nence of  the  disability. 

In  most  states  this  determination  is  provided  by  the  state  vocational   rehabilitation  agency  under 
contract  with  the  Social  Security  Administration.     Even  in  those  states  where  other  agencies  do  the 
job,  the  DVR's  are  being  increasingly  involved  in  such  phases  of  the  program  as  screening,  referral, 
and  liaison.     In  any  event,  the  outcome  of  all   this  cooperation  is  the  rather  sudden  emergence  of  a 
new  variety  of  counselor--a  counselor  who  doesn't  counsel,  a  rehabilitation  worker  who  doesn't  do 
rehabilitation.     Some  states  have  not  worried  too  much  over  this  anomaly  and  have  been  blithely 
assigning  regular  rehabilitation  counselors  to  their  disability  determination  units.     Other  states, 
more  circumspect,  have  established  entirely  new  positions  for  this  task,  recruiting  from  fields 
other  than  rehabilitation. 

Some  of  the  titles  employed  by  the  states  for  this  category  of  staff  are  OAS  I   (Old  Age  and 
Survivors  Insurance)  counselors,  certification  counselors,  disability  examiners,  claims  examiners, 
adjudicators,  disability  counselors,  disability  determiners,  disability  determination  specialists. 

The  disability  determination  program  got  under  way  with  a  rush  and  a  sense  of  urgency.  The 
tooling-up  process  had  to  be  completed  so  rapidly  that  the  only  logical  move  seemed  to  be  to  recruit 
for  the  new  positions  from  the  ranks  of  rehabilitation  counselors.     There  were  no  precedents,  no 
guidelines.     The  counselors  had  had  experience  with  the  disabled.     They  knew  medical  terminology, 
understood  the  vocational    limitations   imposed  by  disability.     Whether  or  not  this  situation  has 
resulted  in  the  establishment  of  a  new  type  of  rehabilitation  counselor  or  an  entirely  new  occupa- 
tion is  not  clear  at  the  moment.      It  does  bear  critical  watching. 
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The  second  group  singled  out  for  special  comment  comprises  those   individuals  whose  disabilities 
are  so  severe  that  rehabilitation,  as  conceived  by  the  present  Vocational   Rehabilitation  Act,  seems 
not  to  be  feasible.     It  has  been  demonstrated  that  many  of  these  people  can  be  helped  to  achieve  self- 
care  and   independent  living  through  the  provision  of  extensive  and  intensive  rehabilitation  services. 

A  bill   to  legalize  such  services  has  been  before  Congress  for  several  years  and,  according  to 
informed  sources,  has  a  good  chance  of  passage  in  the  not-too-distant  future.     Without  waiting  for 
federal   subsidies,  however,  the  state  of  Washington  went  ahead   in  this  direction  and   in  1957  passed 
a  law  which  authorized  "the  extension  of  vocational   rehabilitation  and  self-care  improvement  services 
to  persons  lacking  a  minimum  of  social   competence  and/or  mobility"  and  assigned  rehabilitation  coun- 
selors to  this  Extended  Services  Program.     Since  then  the  state  of  Colorado  has  developed  a  similar 
program,  and  a  dozen  or  more  others  are  in  the  making.     Without  a  doubt,  the  widespread  adoption  of 
"independent   living"  legislation  could  conceivably  open  up  a  broad  new  specialty  in  the  field  of 
rehabilitation  counseling. 

The  third  and  final   group  to  receive  mention  concerns  those  individuals  who  do  not  have  any 
physical  or  mental  disability.     Here  again  the  state  of  Washington  has  pioneered.     The  purpose  of 
a  program  initiated  in  1955,  currently  restricted  to  public  assistance  recipients,   is  "to  rehabili- 
tate nondisabled  individuals  who  are  vocationally  handicapped  due  to  lack  of  Job  skills,  deteriorated 
work  skills,  and  similar  conditions."    The  services  are  provided  by  vocational   rehabilitation  counse- 
lors and  are  the  same  as  those  available  to  disabled  persons.     In  view  of  the  overwhelming  number  of 
nondisabled   in  comparison  with  the  disabled,  do  we  have  here  a  tail  which  some  day  will  wave  the  cat7 

One  needs  no  crystal   ball   to  foresee  the  potentialities  represented  by  the  three  groups  referred 
to  above.     At  present  they  constitute  but  a  fraction  of  the  total    involvement  on  the  part  of  the  re- 
habilitation community,  but  their  widespread  acceptance  could  easily  render  obsolete  the  present 
description  of  the  rehabilitation  counselor. 

Concl us  i  on 


Of  what  significance  are  the  observations  presented   in  this  article?     Can  we  really  identify 
the  rehabilitation  counselor?     Is  it  necessary  that  we  do  so?     Does  the  rehabilitation  counselor 
represent  a  pure  strain,  a  hybrid,  or  a  sport?     Can  he  survive  as  he  is?     Should  he  be  permitted 
to?     Should  his  evolution  be   influenced   in  one  way  or  another?     Is  specialization  good  or  bad? 
What  about  the  portents  for  the  future?    What  are  the   implications  for  training  programs?  Only 
time,  experience,  and  research  will  tell. 
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PART  I  I  I 


THE  TRAINING  OF  THE  REHABILITATION  COUNSELOR 


The  training  considered  to  be  appropriate  for  the  rehabilitation  counselor  depends  upon  the  con- 
cept of  the  counselor's  role  and  function.     Since,  as  was  indicated  in  Part  II,  these  concepts  vary, 
it  is  to  be  expected  that  ideas  regarding  the  nature  and  content  of  training  programs  will  vary. 

The  concept  of  the  rehabilitation  counselor  as  a  general ist,  or  Jack-of-al 1 -trades ,   leads  to  a 
training  program  which,  while  broad  and  comprehensive,  has  little  depth  and  no  central  core.  The 
program  outlined  in  Hall  and  Warren  (1)  approaches  this,  although  it  does  provide  for  training  in 
counseling  skills.     The  difficulties  and  weaknesses  of  this  approach  to  training  are  touched  upon 
in  my  paper  in  this  section. 

A  detailed  description  of  a  program  based  upon  the  concept  of  the  rehabilitation  counselor  as  a 
psychological  counselor  will  be  found  in  my  book,  "Counseling  the  Emotionally  Disturbed"  (2).  Hahn, 
in  the  paper  reprinted  here,  suggests  that  *t0  to  50  percent  of  the  training  should  be  psycho  1  og 'real 
in  nature.     The  other  30  to  40  percent,  he  suggests,  could  be  social  casework.     This  social  work 
emphasis  is  found  in  the  program  proposed  by  Levine  and  Pence.     Olshansky,  while  he  would  reduce  the 
psychological  aspects  of  training,  would  include  sociology  rather  than  social  work  in  the  program. 

Cantrell's  paper  is  important  because  it  provides  information  concerning  the  felt  needs  of  coun- 
selors in  the  field.     These  counselors  seemed  to  feel   that  their  greatest  need,  and  presumably  lack, 
was  training  in  counseling.    The  results  of  this  study  appear  to  reflect  needs  which  are  being  met  by 
the  training  programs  in  colleges  and  universities  sponsored  by  the  Office  of  Vocational  Rehabilita- 
tion, according  to  a  survey  of  these  programs  made  in  1958  (3). 

There  seems  to  be  general  agreement  on  the  desirability  of  internship  or  field  training.  This 
aspect  of  training  would  seem  to  offer  opportunity  for  the  student  to  absorb  some  of  the  information 
skills  which  those  who  see  the  counselor  as  a  general ist  feel  are  important.     Such  areas  as  special- 
ized medical   information,  placement  facilities,   interprofessional   relationships,  staffing  and  team- 
work, as  well  as  certain  aspects  of  eligibility  determination  and  administrative  policies  and  procedures 
seem  to  be  areas  which  can  better  be  learned  in  field  training  or  on  the  Job  than  in  the  classroom.  It 
is  certainly  true  that  not  everything  which  it  is  desirable  for  a  counselor  to  know  can  be  learned  during 
the  academic  and  field  training  period.     Some  must  be  left  for  orientations  and  in-service  training  on 
the  job.     And  with  the  many  possibilities  for  academic  training,    it   is  still   necessary  to  select. 
Different  programs  will  thus  represent  different  combinations  of  selected  course  work.     There  is, 
therefore,  room  for,  and  probably  a  value  in,  variations  among  training  programs,  particularly  since 
the  settings  in  which  counselors  will  work  are  so  varied.     It  would  appear  to  be  desirable,  however, 
that  every  program  provide  training  in  the  essential  or  core  function  of  the  counselor,  namely  coun- 
seling.    The  results  of  the  survey  referred  to  above  (3)   indicate  that  this  is  being  accomplished. 
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THE  TRAINING  OF  REHABILITATION  COUNSELORS 


Mi  1  ton  E.  Hahn 


It   is  seldom  that  a  new  professional   specialty  develops  as  rapidly  as  has  rehabilitation  counsel- 
ing.    So  great  has  been  the  spread  of  development   in  the  past  two  years  that,  as  yet,  we  are  still 
feeling  our  way  toward  some  agreement  for  appropriate  training.     Our  problem  in  counseling  is  not 
only  recent,  but   it  is  complicated  by  the  creation  of  two  Civil   Service  Counseling  programs  at  approxi- 
mately the  same  time,  one,   the  doctoral   program  for  the  Veterans  Administration  developed  as  a  hospital 
service,  and  the  other,   the  Office  of  Vocational   Rehabilitation  program,  subdoctoral    in  character  and 
in  a  nonmedical  setting. 

Training  for  the  doctorate  in  counseling  psychology  need  not  concern  us  so  greatly  at  this  time. 
We  were  in  a  position  at  the  Ph.D.   level  to  superimpose  the  hospital    internship  on  existing  psycho- 
logical  training  and,  by  certain  shifts   in  emphasis,  expand  training  facilities  without  violence  to 
the  firm  base  upon  which  we  had  formulated  our  graduate  curriculum.     The  greatest   innovations   in  this 
program  are  the  provision  of  adequate  stipends  for  the  trainee  and  the  training  of  a  nonmedical 
specialty  in  a  medical  setting.     Committees  and  divisions  of  the  American  Psychological  Association 
have  published   in  some  detail   the  standards  set  for  training  Ph.D.'s   in  counseling  psychology.  The 
Veterans  Administration  has   in  a  like  manner  publicized  its  contributions  to  the  field.     The  major 
attention  of  this  paper,   therefore,    is  focused  on  training  for  the  proposed  program  of  the  Office 
of  Vocational  Rehabilitation. 

At  first  glance,  one  is  tempted  to  suggest  streamlining  the  Veterans  Administration  program  and 
changing  the  internship,   thereby  solving  the  training  program  for  rehabilitation  counselors.     A  closer 
look  indicates  several  major  differences   in  the  work  of  the  new  counselor  which  makes  this  simple 
adaptation  extremely  difficult   if  not  impossible. 

1.  Salaries  and  level  of  operation  have  led  many  of  us  to  conclude  that  we  are  confronted 
with  a  training  period  which  cannot  at  this  time  exceed  two  years.  This  means  an  M.S. 
or  an  M.A.  and/or  a  certificate  of  completion  for  part  or  all  of  the  standard  training 
per  i  od . 

2.  The  specialty  is  interdisciplinary  and  thus  the  training  is  not  wholly  in  the  hands  of 
any  one  discipline.     The  V.  A.  program  is  clearly  in  the  realm  of  psychology. 

3.  There  is,  at  this  time,  no  existing  body  of  trained  professional  personnel   to  direct  us 
in  our  planning.     Eighty-five  percent  of  the  individuals  now  holding  positions  in  the 
field  with  the  title  Rehabilitation  Counselor  are  neither  from  the  field  of  psychology 
nor  social  casework.     The  biggest  group  from  one  field  comes  from  professional  educa- 
tion—the former  classroom  teacher. 

There  exists  no  generally  accepted  job  description  of  what  the  Rehabilitation  Counselor 
is  expected  to  do,  nor  an  official  delineation  of  the  special   skills  he  should  have. 

5.     Of  the  four  major  institutions  now  offering  a  curriculum  leading  to  the  label  Rehabili- 
tation Counselor,  none  has  a  curriculum  which  appears  to  meet  the  present  needs  and 
plans.     One  program  is  placed  in  Education,  another  in  Social  Welfare.     The  tremendous 
and  sudden  demand  for  trained  personnel   has  not  given  us  time  to  work  out  satisfactory 
answers   in  any  institution. 

The  Ski  1 1 s  Needed 


Excellent  suggestive  materials  relative  to  needed  skills  have  been  developed  by  the  Office  of 
Vocational  Rehabilitation,   the  National   Rehabilitation  Association,  and  the  various  state  programs. 
For  convenience  in  discussion,   these  skill  materials  are  divided   into  four  broad  general  areas 
labeled  psychol ogy  ,  soc  i  al  casework ,  med  i  c  i  ne  ,  and  contr  i  but  i  ng  areas . 

Although  proper  curricular  placement  of  this  specialty  is  not  necessarily  in  the  department  of 
psychol ogy ,  psychology  is  first  mentioned  because  it   is  my  present  belief  that  from  kO  percent  to 
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50  percent  of  the  training  is  psychological    in  nature.     (Completion  of  some  proposed  curricula  would 
make  the  trainee  eligible  for  membership   in  A. P. A.)     The  skills   include  the  educa t i ona 1 -vocat i ona 1 - 
personal ~soc i al   assessment  of  traits  and  factors  of  personality.     Some  understanding  of  personality 
development  and  structure  is  necessary.     The  title  counselor  calls  for  understanding  of  learning 
theory  with  particular  reference  to  the  psychology  of  the  handicapped   individual.     V/h i 1 e  psychome- 
trics  are  treated   in  this  presentation  as  a  contributing  area,   the   interpretation  and  use  of  results 
from  these  instruments  are  an  area  of  psychology.     In  addition,    interview  and  elementary  psychotherapy 
skills  are  ordinarily  found   in  a  psychological   curriculum.     Although  rehabilitation  counselors  will 
form  a  pool   from  which  some  Ph.D.'s   in  psychology  will   come,  many  of  them  will   not  wish  or  need  to 
meet  the  formal  qualifications  for  candidacy  as  Ph.D.'s   in  psychology. 

Soc  i  al  casework  methods  could  constitute  30  percent  to  ^0  percent  of  the  training  program. 
Because  such  a  large  proportion  of  the  handicapped  do  not  reside   in  a  medical    institution,  practice 
must  frequently  be  done  with  the  clients   in  a  community  setting.     The  social  caseworker  is  the  legiti- 
mate spec  i  a  1  1st   in  what  may  be  called  s  i  tuat  i  ona 1   therapy-- it   is  he  who  knows  and  ut  i 1 i  zes  commun  i  ty 
resources  and  manipulates  the  social  environment   in  helping  people  to  solve  their  problems.     He  is 
trained  in  the  functions  and  contributions  of  the  many  community  agencies  which  must  be  used  to  re- 
habilitate the  handicapped.     There   is  also  need  for  the  social   caseworker's  skills   in  dealing  with 
family  situations,    in  case  reporting,  and   in  personal   follow-up.     Despite  these  heavy  loadings  in 
social  welfare,    I  do  not  believe  that  placement  of  the  curriculum  should  necessarily  be  in  the  School 
of  Social  Welfare,     Meeting  the  formal   social  work  degree  requirements  would  lengthen  the  training 
program  beyond  our  present  knowledge  and  skills. 

In  considering  the  area  of  med  i  c  i  ne ,  we  obviously  are  not  concerned  here  with  skills   in  the 
practice  of  medical   specialization.     Rather,  we  need  a  period  in  which  the  trainee  becomes  familiar 
with  pertinent  medical  vocabulary  and  develops  an  understanding  of  the  nature  of  various  health  con- 
ditions as  they  affect  the  ability  of  the  handicapped  to  work  and  live  normally  in  society.  Certainly 
there  should  be  seminar  experiences   in  which  the  trainee  is  a  junior  member  of  s taf f -c 1 i n i cs  dealing 
with  medical   conditions  about  which  rehabilitation  workers  are  concerned.     Being  a  part-time  junior 
member  of  the  med i cal -psychotherapy-soc i al  work-psychologist  team  for  a  year  should  be  essential  to 
the  person  entering  into  the  professional  practice  of  Rehabilitation  Counselor.     The  medical  percent- 
age of  training  time  may  be  as  much  as   10  percent. 

The  contributing  areas  are  not  yet  clear.     Tests  and  measurements  and  statistics  certainly 
should  be  included   if  psychometric  data  are  to  play  a  part   in  professional   practice.     We  cannot 
overlook  public  health,  occupational   and  physical    therapy,  occupational    information,  and  speech 
and  hearing  as  having  importance.     However,  we  may  pattern  these  contributions   in  the  future, 
at  present  they  would  seem  to  demand  at  least  from  5  percent  to  10  percent  of  our  training  time. 


The  Internship 


One  point  of  agreement  seems  to  be  that  of  having  the  internship  concurrent  with  theoretical, 
academic  experiences.     We  are  thus  faced  with  a  two-year   internship  experience  which  must  be  divided 
three  ways--part  under  the  supervision  of  the  social   caseworker,  part  under  the  direction  of  a 
psychologist,  and  part   in  a  medical   setting.     Because  good  interning  is  difficult  unless  there  are 
appreciable  stretches  of  uninterrupted  time,   there  are  implications  for  the  scheduling  of  the 
academic  course  work.     One  cannot  attend  classes  on  a  one-hour  per  course  Monday-Wednesday-Friday 
and  Tuesday-Thursday-Saturday  schedule  and  sandwich  appropriate   internship  experience   in  between. 
Scheduling  of  academic  work  must  be  on  a  different  basis  than  the  traditional  pattern  cited  above. 
More  than  in  most  other  practicum  situations  the  university  has  an  obligation  to  provide  quality 
control   through  the  supervisory  attention  of  our  best  faculty  members.     In  so  short  a  period  of 
professional   training  the  internship  carries  a  heavy  burden   in  aiding  the  trainee  to  achieve 
minimum  competence. 


Program  Placement 


Earlier  statements  have  raised  the  problem  of  the  academic  placement  of  the  curriculum.  The 
difficulty  is  great  enough   in  considering  any  new  graduate  interdisciplinary  specialty.     The  confu- 
sion  is  compounded  when  we  consider  that  occupational   therapy  and  physical   therapy  are  closely 
related  in  several  ways,  and  although  these  specialties  are  frequently  offered  as  four-year  under- 
graduate training  programs,  an  elevation  of  salaries  would  give  impetus  to  at   least  one  year  of 
graduate  work  in  these  fields.     Speech  and  hearing  specialists  are  also  much   in  the  picture  at  the 
graduate  level.     The  only  reasonable  solution  appears  to  be  a  new  department   in  the  graduate  school 
having  four  or  five  related  curricula   in  the  training  of  nonmedical    rehabilitation  specialists. 
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A  TRAINING  PROGRAM  FOR  REHABILITATION  COUNSELORS 


Louis  S.  Lev i ne  and  Janet  W.  Pence 


Increasing  importance  is  attached,    in  rehabilitation  circles,   to  the  role  of  the  counselor,  or 
rehabilitation  worker.     He  it   is  who  coordinates  and   interprets  the  information  obtained  by  the 
various  professional   specialists  and  relates   it  meaningfully  to  the  client  and  to  the  community. 
Since  his   is  a  key  position  in  the  total  process,  the  success—or  failure—of  the  program  is  to  a 
large  extent  determined  by  the  adequacy  of  his  preparation  for  the  duties  he  performs. 

Unfortunately,  however,  while  these  duties   involve  a  wide  range  of  interprofessional   and  inter- 
personal contacts,  no  correspondingly  broad  course  of  training  has  been  generally  available  to  the 
individual   aspiring  to  enter  this  field.     In  fact,   it  has  only  recently  become  possible  to  discern 
in  rehabilitation  activity  a  pattern  sufficiently  common  to  justify  the  consideration  of  formal 
preparation  for  this  type  of  work. 

It  is  clear  now  that  the  previous  emphasis  on  vocational  guidance  and  placement  was  too  narrow 
a  conception  to  serve  as  the  basis  for  a  training  program.     Sounder  and  more  serviceable  is  the  view 
reflected   in  Kenneth  Hamilton's  excellent  statement.     The  rehabilitation  worker,  he  says, 

...must  be  capable  of  recognizing  the  total   handicap  which  disability  imposes  and 
individualizing  the  necessary  resources  to  ameliorate  it.     This  ability  presupposes 
a  basic  knowledge  of  human  behavior  as   it  relates  to  personal,  social,  and  voca- 
tional  adjustment;   in  other  words,   the  ability  to  evaluate  skills,  aptitudes, 
interests,  education,  and  physical   capacities  as  they  affect  such  things  as  job 
training  and  occupational   requirements.     He  must  be  able  to  interpret  medical, 
social,  and  psychometric  reports  for  this  purpose.     He  must  have  a  working  knowl- 
edge of  the   industrial   and  vocational    resources,  as  well   as  the  welfare  resources 
of  his  community.     If  his  client   is  to  benefit  from  the  counselor's  services  from 
the  time  of   initial  contact  all   the  way  through  to  vocational   adjustment,  he  must 
have  a  knowledge  of  the  occupational   structure  of   industry,   the  skills  of  jobs, 
their  entry  requirements,   their  job-family  relations,  and  their  physical  and 
emotional  demands.     He  must  have  a  working  knowledge  of  rehabilitation  objectives 
and  of  the  legal   and  organizational   basis  of   its  practice.     He  must  have  knowledge 
of  community  organization  principles  and  the  nature,   limitations,  and  relation- 
ships of  agencies.     He  must  have  familiarity  with  job  placement  and  training 
facilities  and  ability  to  relate  them,   through  vocational  guidance,   to  client 
capacities  and  employer  requirements.     He  must  be  effective  in  dealing  with 
employers  and   in  industrial   procedure  (1). 

To  be  sure,   the  activities  engaged   in  by  rehabilitation  workers  or  counselors   in  such  diverse 
settings  as  public  and  private  agencies,  bureaus,  clinics,  hospitals,  and  centers  are  not  the  same; 
yet  there  is  evident  a  common  pattern  which  provides  the  basis  for  a  training  program  that   is  general 
in  nature.     Because  of  the  changing  nature  of  the  field  itself  any  such  general  program  would  have  to 
be  considered  experimental   and  tentative  rather  than  rigid  or  definitive.     Furthermore,   to  be  realis- 
tic, such  training  would  necessarily  cut  across  artificial   academic  boundaries. 

Recognizing  the  need  for  well-defined  curricula  geared  to  on-the-job  experiences,  the  San 

Francisco  Chapter  of  the  National   Rehabilitation  Association,   through   its  committee  on  Education 

and  Research,    investigated  last  year  the  general   problem  of  standards  for  professional  training. 
The  product  of  this  study  is  the  proposed  minimum  program  outlined  below. 

The  curriculum  here  recommended  covers  two  academic  years.  Presented  on  the  graduate  level,  it 
could  terminate  in  the  master's  degree  in  Rehabilitation  Counseling.  This  graduate  program  could  be 
built  upon  an  undergraduate  major  in  any  of  the  social  science  fields,  or  in  lieu  of  academic  prepa- 
ration the  equivalent  experience  gained  in  industry  or  in  areas  related  to  rehabilitation  counseling 
could  be  accepted. 


Reprinted  from  the  Journal  of  Rehabi 1 i  tation,  1953  ,  '9(1),  16-17,  20 ,  wi  th  the  perm i  ss  ion  of 
the  authors  and  publisher. 
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First  Year 


Rehab  i 1 i  tat  i  on  Counse 1  I ng 

An  orientation  to  the  rehabilitation  process,    including  a  survey  of  the  various 
participating  professions  and  agencies  and  their   interrelationships.     Field  trips 
to  rehabilitation  centers,  bureaus,   hospitals,   and  clinics  will   be  conducted  as 
part  of  the  course. 

A  Med  i  cal   Survey  of  Rehab  i 1  i  tat  ion  Aspects   i  n   1 1 1 ness  and   Injury  (J_  and  I | ) 

The  etiology,   therapy,  and  prognosis  of  the  various  disabling  conditions  and  dis- 
orders will   be  considered.     The  social,   rehabilitation,  and  occupational  aspects 
of   injury  and  somatic  and  psychogenic  disability  will   also  be  included. 

Psychodynami  cs  of  Personal  ,  Soc  i  a  I  ,  and  Occupat  i  onal  Adjustment 

The  behavior  of  individuals   in  a  group  and  work  setting  interpreted  in  terms  of 
their  motivation,  needs,  goals,  adjustment  mechanisms,  and  capacities. 

Commun  i  ty  Organ  i  zat  i  on 

A  study  of  the  organization  of  social  agencies  in  a  community  and  methods  of  pro- 
viding community  services  through  agency  organization  and   interagency  cooperation. 

Assessment  of   I nd  i  v  i dua 1   D  i  f f e rences--A  Su rvey  of  Psychol og  i  ca 1  Test  i  ng 

Description,  use,  and   interpretation  of   individual   and  group  tests  of  intelligence, 
interest,  aptitude,  achievement,  and  personality.     Basic  concepts  such  as  relia- 
bility, validity,  and  standardization  are  included. 

Lega 1  ,  F  i nanc  i  al  ,  and  Adm  i  n  i  s t  ra t  i  ve  Aspects  of  Rehab  i 1  i  tat  i  on ,    I nc  1  ud  i  ng  Pubi  ic 
Ass  i  stance  and  Wei  fare  Leg i  s 1  at  ion 

Study  and  discussion  of  professional   problems  specific  to  the  field  of  rehabilita- 
tion, with  a  special   review  of  public  assistance  and  welfare  laws   in  relation  to 
rehab  i 1  i  tat  i  on  work. 

Social  Casework 


Introduction  to  study  and  practice  of  social   casework:     study  of  the  nature  of 
the  casework  relationship;    integration  of   interviewing  skill,  psychological 
interpretation,  social    information,  and  use  of  community  resources   in  casework. 

Vocat  i  ona 1   and  Occupat  i  onal   Counse 1 i  ng-- j 

Occupational   trends,  placement  facilities,    industrial  organization,  and  sources 
of   information  about  occupations  and  their  functional,  physical,  and  intellectual 
requ  i  rements . 

Vocat  ional   and  Occupat  ional   Counse I  i  ng-- I  I 

A  presentation  of  interview  techniques  and  counseling  procedures.  Integration 
and  utilization  of  case  information   in  the  problem  of  vocational   choice  and 
selective  placement.     Methods  of  evaluation  and  follow-up  are  also  considered. 

Each  of  the  courses   indicated  above  meets  three  hours  a  week  for  one  semester  and 
carries  three  units  of  credit. 


Second  Year 

I  nternsh  i  p 

The  student  will  work  for  three  months  each   in  three  agencies,  devoting  essentially 
full   time  to  his  assignment.     These  assignments  are  made,  after  consultation  with 
his  advisor,  on  the  basis  of  the  trainee's  major   interests  and  desired  areas  of 
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specialization.     Placements  provide  experience  in  bureaus,  agencies,  hospitals, 
centers,  clinics,  sheltered  workshops,  employment  and  placement  services,  and 
other  organizations  concerned  with  rehabilitation.     During  this  period  the  intern 
spends  one  half-day  a  week  at  the  training  institution,   this  time  being  devoted 
to  participation   in  a  continuing  seminar  and  to  individual    interviews  with 
advisors  and   instructors.     The  seminar  has  as   its  purpose  the   integration  of 
technical  and  theoretical    information  with  the  problems  and  issues  actually 
confronted  on  the  job  by  the  student.     It  provides  opportunity  for  a  detailed 
consideration  of  rehabilitation  counseling  problems  and  procedures  as  observed 
in  the  various  participating  agencies.     The  training  institution  maintains  close 
contact  with  agency  supervisors  and  with  the  intern-counselor;  supervision  of 
the  trainee's  on-the-job  performance,  however,   is  primarily  the  responsibility 
of  the  agency  concerned. 

A  few  professional    level   courses  aimed  at  the  needs  of  vocational   rehabilitation  workers  are 
offered   in  various  parts  of  the  country,  but   in  most  areas  little  or  no  pertinent  training  is  avails 
ble.     The  San  Francisco  Chapter  of  NRA  has  been  gratified  by  the  interest  already  expressed   in  its 
report,  and  would  be  interested   in  learning  what   is  being  done  elsewhere  and  whether  the  curriculum 
outlined  above  would  be  pertinent  to  the  needs  of  rehabilitation  as  seen  in  other  areas. 
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AN  EVALUATION  OF  REHABILITATION  COUNSELOR  TRAINING 


Simon  Olshansky 


What   is  the  training  program  for  vocational   rehabilitation  counselors  really  like? 

In  1954  the  83rd  Congress  passed  Public  Law  565  making  funds  available  to  colleges  and  universi- 
ties for  the  training  of  vocational    rehabilitation  counselors.     At  present,  about  26  schools   (l)  are 
participating   in  this  training  program  under  the  sponsorship  and  guidance  of  the  Office  of  Vocational 
Rehab  i 1  i  tat  i on . 

Recognizing  the  newness  of  this  training  program,  one  can  say  with  some  merit  that   it  is  too 
early  to  evaluate  it.     On  the  other  hand,  one  can  say  with  equal  merit  that  an  early  evaluation  can 
lead  to  a  re-evaluation  of  the  training  program  before  habit  and  tradition  obstruct  one's  vision. 

In  the  hope  of  provoking  a  re-evaluation  by  the  cooperating  schools,  the  writer  will  review  the 
data  received  from  18  universities,  which  constitute  about  70  percent  of  the  schools  offering  train- 
ing. 


The  Program  Coordinators 


In  each  school   a  coordinator  has  been  appointed  to  plan,    integrate,  and  supervise  the  rehabili- 
tation counselor  training  program.     It   is  therefore  of  interest  and  relevance  to  report  the  academic 
attainments  of  the  coordinators,  as   inevitably  their  thinking  and  philosophy  resulting  from  their 
training  will    influence  to  a  large  extent  the  courses  to  be  studied,  despite  the  prevailing  practice 
of   interdisciplinary  cooperation. 

Sixteen  coordinators  have  doctor's  degrees,  eleven  in  psychology,  two  in  education,  and  three 
in  guidance.     Two  have  master's  degrees   in  psychology.     In  short,   thirteen  of  the  eighteen  coordina- 
tors are  psychologists,  and  three  are  trained   in  guidance,  a  closely  allied  field.     Clearly,  psychol- 
ogy  is  the  predominant  area  of  specialization. 


The  Course  Offerings 

Now,  what  of  the  courses  (2)? 

First,  almost  all   the  schools  offered  a  strong  and  predominant  concentration  of  courses   in  the 
field  of  psychology.     It  is  natural   for  psychologists  to  be  partial   to  psychology,  and  to  consider 
such  training  as  indispensable  to  effective  counseling.     One  school  described  its  program  as  follows: 
"The  student  who  is  training  to  function  as  a  rehabilitation  counselor  draws  heavily  on  psychology' 
as  his  major  field,  and  to  a  lesser  extent  on  education,  sociology,  and  economics."    Another  school 
wrote  reveal ingly  as  follows:     "Generally,   requirements  are  the  same  as  for  other  MA's  in  psychology, 
but  with  emphasis  on  rehabilitation  tools,  techniques,  and  case  materials.     Our  aspiration  is  to  turn 
out  psychologists  in  rehabilitation  rather  than  vocational   rehabilitation  counselors.     We  conceive  of 
the  former  as  requiring  higher  caliber  students  and  higher  level   training  than  the  latter."  (An 
interesting  problem  of  status   is  raised  here,  but  this  will   be  passed  over  as  being  outside  the  focus 
of  this  article.     Logically,  too,  the  issue  is  not  one  of  status.     Rather  it  is  one  of  determining 
what  kind  of  training  is  best  suited  to  meet  the  needs  of  a  rehabilitation  counselor.) 

Historically,   there  is  some  justification  for  this  emphasis  on  psychology  as   in  the  past  voca- 
tional  rehabilitation  counselors  had  a  limited  knowledge  of  the  psychodynam i cs  of  behavior.  This 


Reprinted  from  the  Vocat  ional  Gu  idance  Quarterly,   1957,  5,   164-167,  with  the  permission  of  the 
author  and  publisher. 

' One  danger  of  too  much  psychology  has  been  pointed  out  by  the  Toronto  Institute  of  Child  Study: 
The  more  psychological   training  their  staff  members  had  had,   the  more  they  see  in  children  the  weeds 
of  anxiety,  conflict,   trauma,  and  disturbance.     The  less  the  teachers  have  been   influenced  by  this 
point  of  view,   the  more  they  return  with   impressions  of  the  child's  potentialities,  abilities,  possi- 
bilities, and  assets.       Reported  by  Dorothy  Barclay   in  New  York  Times  Magazine,  September  2k,  1956. 
Another  dangerous  belief   is  that  all   disabled  persons  carry  a  burden  of  psychological  problems.  This 
belief  underestimates  the  strengths  of  the  disabled. 
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shortcoming  on  the  part  of  vocational   counselors  has  been  widely  acknowledged  though  the  consequences 
of  this  defect  have  been  considerably  overstated.     The  past  failures   in  vocational    rehabilitation  re- 
sulted less  from  the  quality  of  counselor  preparation  than  from  the  lack  of  rehabilitation  facilities 
and  money  necessary  to  rehabilitate  the  disabled.     A  well-trained  counselor  will   be  stymied  unless 
facilities  and  money  are  available. 2 

Second,  each  school    required  a  course   in  medical    information  and  community  resources,  as  well 
as  a  period  of  field  work. 

Third,  a  course  in  occupational    information  was  required  by  each  school.     And  though  counselors 
are  being  trained  for  vocational   rehabilitation,   ten^  of  the  seventeen  schools  had  no  other  course 
available  in  the  vocational   area.     Five  schools  offered  an  additional   course   in  the  job  area,  but 
only  two  schools  required  both  courses.     Only  two  other  schools  offered  two  additional  courses  besides 
occupational    information,  and   it  was  not  clear  from  the  course  outline  that  all  were  required. 

The  question  raised  by  the  dominance  of  psychology  courses  and  the  apparent  neglect  of  occupa- 
tional  and  labor  market  courses   is,  are  we  training  psychologists   in  rehabilitation  or  are  we  training 
vocational    rehab i 1 i tat i onal  counselors?    The  evidence  suggests  that  we  are  training  psychologists  in 
rehabilitation.     A  second  question   is,  will   these  psychologists  be  able  to  function  effectively  within 
the  state  vocational    rehabilitation  agencies?     It  must  be  remembered  that  the  majority  of  expected  Job 
opportunities  will   be  found  within  these  state  agencies. 

The  Rehabilitation  Job 


Before  answering  this  question,  one  must  first  define  and  discuss  vocational    rehabilitation  within 
the  setting  of  the  state  agencies,  where  most  of  the  trained  counselors  will   be  employed.  Vocational 
rehabilitation   is  a  process  of  helping  a  person  achieve  or  maintain  emp 1 oyab i 1 i ty .     Any  service  rendered, 
whether  psychotherapy,  surgery,   testing,  or  training,  must  be  justified  by  its  contribution  toward  the 
eventual  employment  of  the  client.     In  fact,   the  very  determination  of  feasibility  of  service  hinges 
on  one's  estimate  of  probable  emp 1 oyab i 1  i ty ,   for  no  funds  under  the  law  can  be  spent  unless  the  pur- 
chased service  is  likely  to  lead  to  employment.     An  exception  to  this  provision   is  that  housewives 
are  presently  eligible  for  vocational   rehabilitation  service. 

Moreover,  within  the  state  agencies  the  counselor   is  responsible  for  the  implementation  of  the 
vocational  plan,  working  with  the  client  from  the  time  of  referral   to  the  time  when  the  client  is 
successfully  functioning  at  a  job.     Job  choice   is  not  a  speculative  judgment  as   it   is  within  some 
settings.     A  job  choice  within  the  vocational    rehabilitation  agency   is  meaningless  until    it  has  been 
validated  by  fulfillment.     Now  is  training  in  psychology  enough  to  equip  a  counselor  to  function 
adequately  within  a  setting  where  vocational  counseling  a  cont  i  nuum  starting  from  job  choice  and 
terminating  in  job  adjustment? 

The  writer  answers  "No,"  and  suggests  that  a  balanced  training  program  should  be  made  up  of  two 
equal  parts,  one  part  psychology  and  one  part   industrial   sociology   (3).     This  would   include  training 
in  all   aspects  of  the  labor  market,  with  opportunities  to  learn  by  doing;    i.e.,   through   labor  market 
research  projects  and  through  field  work  in  job  placement.     In  addition,    industrial   sociology  would 
include  a  study  of  workmen's  compensation,  social   security,   trade  unions,  health   insurance,  and  all 
other  factors   in  any  way  related  to  work  situations.      If   it   is  necessary  to  understand  human  behavior, 
it   is  no  less  necessary  to  understand  all   aspects  of  the  job  environment.      If  rehabilitation  counselor 
training  excluded  psychology  to  the  same  degree  that   it  excludes   industrial   sociology,   the  writer 
would  be  the  first  to  protest  such  a  lack  of  balance. 

Let  us  face  the  facts.     The  ultimate  test,  measure,  and  Justification  of  all   vocational  rehabili- 
tation services   is  employment   (4).     And  the  present  unsolved  problem  of  employment  for  the  disabled, 
especially  the  severely  disabled,    is  one  of  the  major  roadblocks  to  the  effective  expansion  of  the 
vocational   rehabilitation  program.     Where  and  how  are  we  going  to  place  the  thousands  of  epileptics, 
mentally  retarded,  ex-mental   patients,  multiple  sclerotic,  cerebral   palsied,  and  the  chronically  dis- 
abled over  forty-five?    The  answer  to  this  question,   so  crucially   important  to  those  awaiting  job 


In  a  different  context,  A.  N.  Whitehead  observed  that  "The  reason  why  we  are  on  a  higher 
imaginative  level    (in  science)    is  not  because  we  have  finer   imagination  but  because  we  have 
better  instruments." 

^One  of  the  schools  had  no  formal  outline  of  courses  available,  though  it  acknowledged  a  strong 
bias  toward  psychology. 


67 


opportunities,   is  urgent;  and,  unfortunately,  the  answer  will  not  be  found  until  and  unless  all  in 
the  field  of  vocational   rehabilitation  agree  that   it   is  a  core  question. 

At  present,  the  cooperating  universities  have  a  real  opportunity  of  establishing  themselves  as 
part  of  their  communities  and  of  demonstrating  to  the  skeptical   that  the  dictionary  is  wrong  when  it 
defines  academic  as  "theoretical   and  not  expected  to  produce  a  practical  result." 


Balance  and  Stimulation 


They  can  do  this  by  providing  a  more  balanced  training  program  for  vocational  rehabilitation 
counselors  and  by  creating  a  long  needed   intellectual   ferment  within  the  field.     Vocational  reha- 
bilitation needs  new  ideas,  and  new  challenges  to  many  of  its  old  ones,  and  above  all,   it  needs  a 
stimulating  environment  which  will   elevate  all  workers   in  the  field  to  a  new  level  of  thoughtful 
act  i v  i  ty. 
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TRAINING  THE  REHABILITATION  COUNSELOR 


Dorothy  Cantrel 1 


Needs   in  the  rehabilitation  of  the  disabled  have  received  increasing  attention  in  the  past 
three  years.     While  these  needs  cover  a  wide  range  relating  to  immediate  expansion  as  well  as  long- 
range  improvement  of  rehabilitation  programs,  one  of  the  most  pressing  needs  lies   in  the  shortage 
of  professionally  trained  rehabilitation  personnel.     Although  a  shortage  of  personnel  exists  in  all 
professional   fields  providing  rehabilitation  services,  the  greatest  immediate  need  is  to  be  found  in 
rehabilitation  counseling.     By  I960  the  anticipated  expansion  of  staffs  in  state  vocational  rehabili- 
tation agencies  and  the  demand  for  counselors  in  private  rehabilitation  centers  and  agencies  will 
call  for  more  than  twice  the  number  of  rehabilitation  counselors  presently  employed. 

The  problem  of  the  shortage  of  rehabilitation  counselors  is  further  compounded  by  the  lack  of  a 
professional  curriculum  for  preservice  education  in  this  field.     Since  1955  educators  in  36  colleges 
and  universities,  with  the  support  of  federal  grants,  have  turned  their  efforts  to  planning  a  curricu- 
lum for  the  preparation  of  rehabilitation  counselors.     Concerned  in  these  efforts  have  been  representa- 
tives from  the  several  disciplines  contributing  to  rehabilitation  as  well  as  rehabilitation  leaders 
across  the  country. 

The  purpose  of  the  study  reported  here  was  to  seek  identification  of  those  knowledges  and  skills 
believed  to  be  necessary  in  the  rehabilitation  counseling  curriculum  by  the  practicing  rehabilitation 
counselors  themselves,  a  group  not  heretofore  consulted.     The  investigation,  nationwide  in  scope  and 
conducted  in  1956-1957,  was  based  on  the  premise  that  practicing  rehabilitation  counselors  are  in  a 
strategic  position  to  assist  in  the  location  of  the  areas  of  study,  and  of  the  knowledges  and  skills 
in  each,  which  need  to  form  the  basis  for  a  rehabilitation  counseling  curriculum. 

To  provide  the  basis  for  construction  of  an  instrument  for  assessing  rehabilitation  counselor 
opinion  on  the  curriculum,  data  were  gathered  on  the  content  of  rehabilitation  counselor  training 
programs.     The  content  of  the  above-mentioned  college  programs  and  the  content  of  on-the-job  orienta- 
tion and  staff  development  programs   in  state  agencies  of  vocational   rehabilitation  were  surveyed. 
The  data  thus  gathered  were  synthesized  and  grouped  into  11  areas  as  knowledges  and  skills.  They 
were  checked  against  writings  in  the  respective  fields  represented  and  further  checked  for  complete- 
ness and  coverage  by  professional  personnel   in  the  various  fields  of  competencies.     A  questionnaire 
providing  a  scale  for  rating  items  was  then  constructed  on  the  basis  of  the  data.     A  total  of  252 
items,  159  of  which  were  knowledges  and  93  of  which  were  skills,  were  included  in  the  instrument. 

The  questionnaire  was  distributed  to  the  following  three  groups  of  counselors:  state-employed 
rehabilitation  counselors;  privately-employed  rehabilitation  counselors;  and  Veterans  Administration 
counseling  psychologists,  Vocational  Rehabilitation  and  Education. 

The  state-employed  rehabilitation  counselors  were  contacted  through  the  state  agencies  of  voca- 
tional  rehabilitation  in  the  kQ  states  and  the  District  of  Columbia.     Of  the  1 30  counselors  contacted, 
113  representing  45  of  the  h3  agencies,  returned  completed  questionnaires. 

The  privately-employed  rehabilitation  counselors  were  contacted  through  k\   rehabilitation  centers 
located  in  22  states  across  the  country.     The  centers,  taken  from  the  membership  list  of  the  National 
Conference  of  Rehabilitation  Centers  for  195^  and  1955,  were  limited  to  those  which  were  privately 
operated  or  sponsored  and  which  provided  a  grouping  of  services.     Thirty-four  of  the  k]  centers  re- 
sponded.    Of  the  3*+  responding  centers,  only  18,  representing  12  states,  employed  a  rehabilitation 
counselor  or  other  person  who  assumed  the  role  of  the  rehabilitation  counselor.     Eighteen  counselors, 
one  from  each  of  the  18  centers,  returned  completed  questionnaires. 

The  Veterans  Administration  position  most  closely  approximating  that  of  the  rehabilitation 
counselor  in  state  and  private  agencies  was  that  of  the  counseling  psychologist,  Vocational  Rehabili- 
tation and  Education.     These  counselors  were  contacted  through  the  chief  of  the  counseling  section, 
Vocational  Rehabilitation  and  Education,   in  each  of  the  63  Veterans  Administration  regional  offices 
and  centers  in  the  k8  states  and  the  District  of  Columbia.     Responses  were  received  from  56  of  the 
63  regional  offices  and  centers,  with  one  counselor  from  each  of  the  56  returning  a  completed  ques- 
tionnaire.   The  VA  counselors  represented  k2  states. 

The  total  number  of  respondents  was  1 87 .     However,  nine  forms  were  not  used  because  of  incomplete 
responses  or  delay  in  arrival.     The  final  number  of  1 7 8  represents  110  state-employed  counselors,  18 
privately-employed  counselors,  and  50  VA  counselors. 


Reprinted  from  the  Personnel  and  Gu  i  dance  Journal  ,  1958,  36,  246-2^8,  by  permission  of  the 
author  and  publisher. 
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The  data  from  the  returned  questionnaires  were  treated  separately  by  the  three  counselor  groups 
and  then  combined  for  analysis  and  comparison.     A  weighted  score  and  a  weighted  mean  were  derived  for 
each  item  and  were  used  to  establish  the  rank  order  of   items  and  of  areas.     Significant  items  of  per- 
sonal data  were  selected  for  establishing  the  effect  of  those  variables  on  the  responses.  Included 
were:     type  of  disability  counseled;  age;  length  of  time  on  the  Job;  source  of  rehabilitation  coun- 
selor training;  level  of  education;  major  area  of  preparation;  previous  occupation;  and  geographical 
area . 

The  findings  are  presented  by  areas  according  to  the  rank  order  of  importance  established  by 
the  combined  weighted  means. 


Counseling  and  Interviewing 


Responses  to  this  area   indicated  that  the  bulk  of  the  educational   program  for  rehabilitation 
counselors  should  center  on  counseling.     Private  counselors  ranked  it  first  among  all  areas;  Veterans 
Administration  counselors  ranked  it  second;  and  state  counselors  ranked  it  fourth.     However,  the  com- 
bined mean  for  all  groups  placed  it  first   in  importance  as  compared  with  all  other  areas.     The  area 
of  counseling  and   interviewing   included  knowledges  of  theories,  principles,  and  practices  of  counsel- 
ing, the  various  therapy  methods,  and  counseling  tools  and  techniques.     Skills  dealt  primarily  with 
counseling  techniques  and  processes. 

Greater  agreement  on  the  individual    items  was  found  for  this  area  than  for  any  other.     With  the 
exception  of  history,   types  of  counseling  and  therapy  methods,  and  counseling  programs   in  the  various 
agencies,  all   knowledges  were  classed  essential   by  all  counselors.     They  similarly  agreed  on  essen- 
tiality of  skills,  with  the  exception  of  the  ability  to  use  the  various  counseling  and  therapy  methods. 

Professional  Activities  of  the  Counselor 


This  area  was  placed   in  second  position  when  all   areas  were  ranked  in  order  of  importance. 
Counselors  did  not  diverge  widely  on  their  opinion  of  the   importance  of  the  area,  although  state 
counselors  considered   it  more  essential   than  did  other  counselors.     The  state  counselors  accorded 
it  first  place  along  with  casework;  private  counselors  ranked  it  second;  and  Veterans  Administra- 
tion counselors  ranked  it  fourth.     Professional  activities  of  the  counselor  included  a  range  of 
knowledges  relating  to  the  code  of  ethics  of  the  various  fields  contributing  to  rehabilitation, 
the  duties  and  responsibilities  of  the  counselor,  and  the  principles  and  techniques  of  teamwork 
and  public  relations.     Skills  related  primarily  to  the  application  of  ethical  procedures,  pro- 
fessional  growth,   teamwork,  and  public  relations. 

The  responses  to  this  area  indicate  that  the  curriculum  should  provide  a  definite  place  for 
topics  on  the  duties  and  responsibilities  of  the  counselor,   the  ethics  of  his  field  and  all  others 
with  whom  he  has  contact,  and  the  principles  and  techniques  of  teamwork.     The  development  of  skills 
relating  to  these  knowledges  was  also  considered  essential   by  all  counselors.     A  majority  of  coun- 
selors considered  essential   the  knowledge  of  methods  of  interpreting  rehabilitation  to  the  community 
and  skill   in  working  with  community  groups. 


Fieldwork  and  Supervised  Practice 


This  area  was  given  a  total   rank  of  third  in  importance  in  comparison  with  other  areas.  Private 
counselors  ranked  it  second;  state  counselors  ranked  it  third;  and  Veterans  Administration  counselors 
ranked  it  fifth.     Fieldwork  included  visitation  and  observation  in  a  range  of  agencies  and  institu- 
tions and  in  a  number  of  counseling  settings.     Supervised  practice  related  to  application  of  skills 
included  in  other  areas  throughout  the  questionnaire. 

The  fieldwork  items  lacked  consensus  on  essentiality  by  all  counselors,  but  a  majority  did  con- 
sider fieldwork  a  necessary  part  of  the  curriculum.     Veterans  Administration  counselors  consistently 
marked  fieldwork  items  desirable  rather  than  essential.     State  and  private  counselors,  however,  con- 
sidered visitation  and  observation  of  a  number  of  agencies  essential.     Included  were  hospitals  and 
clinics,  public  agencies  and  institutions,  training  agencies,  and  businesses  and  industries. 

All  counselors  considered  the  following  activities  essential   in  supervised  practice:  counseling 
and  interviewing,  participating  in  case  development,   integrating  and  interpreting  data  from  all  sources, 
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recording  and  writing  reports,  case  management,  and  working  with  other  professional  personnel.  A 
majority  of  the  counselors  felt  that  the  optimum  time  length  for  supervised  practice  was  12  to  18 
weeks . 


Psychological   and  Related  Areas 

The  psychological  and  related  areas  received  a  total   rank  of  fourth  when  compared  with  all  other 
areas.     The  Veterans  Administration  counselors  gave  it  second  place,  while  both  state  and  private 
counsel  ors  ranked  it  fifth.     This  area  included  a  range  of  knowledges  and  skills  in  psychological  and 
related  areas  with  the  exception  of  those  found  in  counseling  and  in  testing,  which  were  treated  as 
separate  areas.     Human  development,  human  behavior,  personality  disorders,  personality  theories,  and 
the  impact  of  disablement  on  the  individual  were  among  the  knowledges.     The  skills  dealt  primarily 
with  recognizing  deviant  behavior,   interpreting  and  using  psychological  data,  and  working  with  psycho- 
logical personnel . 

All  counselors  were  in  agreement  on  the  essentiality  of  a  knowledge  of  human  behavior,  the  ad- 
justive  mechanism,  and  the  impact  of  disablement  on  the  individual.     A  majority  of  the  counselors 
classed  as  essential  a  knowledge  of  the  theories  of  personality  and  the  various  personality  disorders. 

Skills  considered  essential  by  all  counselors  were  those  dealing  with  interpreting  and  using 
psychological  data,   locating  and  using  psychological    information  and  resources,  and  meeting  and 
working  with  psychological  personnel. 

A  knowledge  of  commitment  functions  and  procedures  was  considered  unnecessary  by  all  counselors. 
A  majority  of  counselors  considered  nonessential   the  works  of  the  major  contributors  to  personality 
theor  i  es . 

Responses  in  psychological  and  related  areas  indicated  that  state  and  private  counselors  would 
have  the  educational  program  include  content  necessary  to  prepare  the  rehabilitation  counselor  to 
work  effectively  with  professional  psychological  personnel.     The  Veterans  Administration  counselors 
would  include  a  wider  range  of  content,  but  none  of  the  groups  considered  it  necessary  for  the  re- 
habilitation counselor  to  be  trained  as  a  psychologist. 

Test  i  ng 

Counselors  were  not  in  agreement  on  testing.    The  Veterans  Administration  counselors  ranked  it 
first  among  all  areas;  state  counselors  ranked  it  eighth;  and  private  counselors  ranked  it  ninth. 
The  combined  mean  for  all  counselors  was  such  as  to  place  it  fifth  in  comparison  with  other  areas. 
The  area  of  testing  included  a  knowledge  of  the  history  and  trends  in  measurement;  principles  and 
practices  in  testing;  and  the  values,   limitations,  and  selection  of  tests.     Skills  related  to 
administering,   interpreting,  and  using  test  data. 

Considered  essential  by  all  counselors  was  a  knowledge  of  the  values,  limitations,  and  selection 
of  tests.  Principles  and  practices  of  testing  were  considered  essential  by  a  majority  of  the  counse- 
1  ors . 

All  counselors  felt  that  the  skills  of  interpreting  and  integrating  test  data  were  essential. 
There  was  disagreement  among  counselors  as  to  the  skills  of  administering  and  scoring  tests.  The 
Veterans  Administration  counselors  considered  this  essential,  while  private  counselors  considered 
it  nonessential.     State  counselors  marked  it  as  desirable.     Only  one  skill,  machine  scoring,  was 
considered  nonessential  by  all  counselors. 

The  responses  of  the  Veterans  Administration  counselors  indicated  that  they  felt  the  rehabilita- 
tion counselor  should  have  background  and  skill  for  assessing  individual  differences  paralleling  his 
background  and  skill   in  counseling.     State  and  private  counselors  considered  essential  only  those 
knowledges  and  skills  which  would  give  the  rehabilitation  counselor  the  necessary  understanding  for 
interpreting  and  using  test  data. 

Occupations,  Occupational  Information 

The  area  of  occupations  was  accorded  a  total   rank  of  sixth  in  importance  as  compared  with  other 
areas.    This  was  the  position  given  it  by  state  and  Veterans  Administration  counselors,  although 


71 


private  counselors  ranked  it  fourth.     The  area  of  occupations   included  a  range  of  knowledges  relating 
to  the  vocational  structure  of  society,  the  various  occupations,  and  vocational   selection,  training, 
and  placement.     It  also  included  specialized  knowledges  such  as  occupational   safety  and  hygiene,  Job 
analysis,  job  evaluation,  and  labor  legislation.     Skills  related  to  vocational   selection,  training, 
and  placement,  working  with  employers,  and  collecting  and  utilizing  occupational  information. 

There  was  agreement  among  counselors  as  to  the  essentiality  of  knowledge  of  the  occupational 
world  and  particular  problems  relating  to  the  vocational  selection,  training,  placement,  and  follow- 
up  of  the  disabled.     Skills  relating  to  the  handling  of  these  problems  were  considered  essential. 

All  counselors  considered  the  knowledge  of  the  history  of  occupations  and  research  in  occupa- 
tions nonessential.     A  majority  of  the  counselors  ranked  as  nonessential   the  knowledge  of  unions, 
methods  of  job  evaluation,  and  the  role  of  occupational  specialists. 

The  knowledges  and  skills  in  the  area  of  occupations  considered  to  be  essential  in  the  prepara- 
tion of  the  rehabilitation  counselor  would  enable  him  to  perform  vocational  counseling  and  guidance, 
but   it  would   in  no  sense  of  the  term  make  him  a  vocational  or  occupational  specialist. 


Casework 


Casework  was  ranked  seventh   in   importance  when  compared  with  all  other  areas.     It  was  second  to 
testing  on  lack  of  consensus  among  counselors.     The  state  counselors  ranked  it  with  the  professional 
activities  of  the  counselor  as  first  in  importance,  but  it  was  ranked  sixth  and  ninth  by  private  and 
Veterans  Administration  counselors  respectively.     Although  disagreement  among  counselors  existed,  it 
should  be  noted  that  all   knowledges  and  skills  were  marked  as  either  desirable  or  essential,  with 
the  exception  of  the  history  of  casework  which  was  considered  nonessential   by  a  majority  of  counse- 
lors.    The  area  of  casework  included  knowledges  dealing  with  history,  principles,  and  methods  of 
casework.     Skills  were  chiefly  those  relating  to  the  case  processes. 

Although  the  Veterans  Administration  counselors  considered  no  item  in  the  casework  area  as 
essential,  state  and  private  counselors  were  in  agreement  on  the  essentiality  of  all  the  skills 
and  of  two  of  the  knowledges.     These  related  to  methods  of   integrating  and  evaluating  case  data, 
and  methods  of  referral . 


Rehab  i 1  i  tat  i  on 


The  area  of  rehabilitation,  per  se,  was  given  a  rank  of  eighth   in   importance  among  all  other 
areas.     Private  and  Veterans  Administration  counselors  ranked  it  seventh,  and  state  counselors 
ranked   it  ninth.     This  area  covered  knowledge  of  the  history,  philosophy,   legal   and  administrative 
aspects  of  rehabilitation.     Also  included  was  a  knowledge  of  problems  and  trends,   terms  and  concepts, 
the  rehabilitation  process,  and  rehabilitation  programs   in  various  agencies  and  institutions. 

Concepts  and  terms  in  rehabilitation  and  the  rehabilitation  process  were  considered  essential 
by  all  counselors.     Consensus  on  essentiality  was  also  found  on  problems  and  trends,  philosophy,  and 
federal   legislation  related  to  rehabilitation. 

History,   legislation  in  the  various  states,  and  rehabilitation  programs  in  various  agencies  and 

institutions  were  considered  desirable.     Comments  by  a  number  of  respondents  indicated  they  felt  much 

of  this  material   could  be  combined   into  a  survey  course,  or  that   it  could  be  included   in  on-the-job 
orientation  at  the  time  local  application  is  made. 


Social,  Community,  and  Related  Areas 


The  combined  mean  for  all  counselors  ranked  the  social,  community,  and  related  areas  ninth  in 
importance  as  compared  with  other  areas.     State  counselors  gave  it  seventh  place,  private  counselors 
placed   it  eighth,  and  Veterans  Administration  counselors  placed   it  tenth.     Included  in  these  areas 
was  a  knowledge  of  social   and  physical   factors   influencing  behavior,  community  organization,  pur- 
poses and  services  of  various  agencies,  and  human  relations.     Skills  related  to  the  ability  to 
locate  and  use  community  resources,  and  utilize  social  data. 

The  knowledges  and  skills  in  this  area  were,  for  the  most  part,  considered  desirable  rather 
than  essential.     The  only  knowledge  considered  essential   by  all   counselors  was  that  of  the  social 
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and  economic  needs  of  the  disabled.  A  knowledge  of  purposes  and  services  of  community  agencies  was 
felt  essential  by  a  majority  of  the  counselors. 

Those  skills   involved   in  locating  and  utilizing  community  resources,  establishing  and  maintain- 
ing human  relations,  and  integrating  social  data  with  all  other  data  were  considered  essential  by  a 
majority  of  the  counselors.     The  Veterans  Administration  counselors  were  consistent  in  classing  all 
skills  as  desirable.     No  item,  either  knowledge  or  skill,  was  classed  as  nonessential  by  a  majority 
of  the  counselors. 


Medical  and  Related  Areas 


This  area  was  given  a  total   rank  of  tenth  in  importance  as  compared  to  the  other  areas  included 
in  the  questionnaire.     Both  state  and  private  counselors  ranked  it  tenth,  and  the  Veterans  Adminis- 
tration counselors  ranked  it  eighth.     The  medical  and  related  areas  covered  knowledge  related  to  the 
various  disabilities,  medical   facilities  and  resources,  fields  and  practices  in  medicine,  medical 
terminology,  and  concepts  in  related  areas,  chiefly  the  natural  sciences.     Skills  included  interpret- 
ing and  using  medical  data,  locating  and  using  medical    information,  resources,  and  facilities,  and 
working  with  medical  personnel. 

All  counselors  agreed  that  knowledge  of  the  nature  and  extent  of  the  disability  was  essential. 
They  further  agreed  on  the  essentiality  of  a  knowledge  of  the  residual  effects  and  functional  poten- 
tial of  the  various  disabilities,  medical  examinations,  medical   resources,  and  the  role  of  the  medical 
consultant.     Knowledge  of  evaluation  of  disability,  physical   restoration  resources,  and  the  physician's 
relationships  with  the  client  and  counselor  was  classed  essential,  but  with  a  lower  rank  than  the 
above. 

Responses  to  items  in  this  area  indicate  that  the  practicing  counselor  feels  that  the  educational 
program  in  rehabilitation  counseling  should  provide  a  background  for  effectively  working  with  medical 
personnel,  but  that  it  should  in  no  way  make  of  the  rehabilitation  counselor  a  subspec i al i st  in  the 
medical  field. 


Research  and  Statistics 


The  area  of  research  and  statistics  received  a  total   rank  of  eleventh,  or  last,   in  importance 
as  compared  with  other  areas.     Although  all  counselors  were  consistent  in  ranking  the  area  last,  the 
weighted  mean  for  Veterans  Administration  counselors  was  higher  than  that  of  either  the  private  or 
state  counselors.     Included  in  the  area  was  the  knowledge  of  the  methods  of  research  and  statistics, 
and  skills  in  applying  them. 

Most  of  the  knowledges  and  all  of  the  skills  were  consistently  ranked  as  nonessential.  Only 
the  knowledge  of  the  role  of  statistics  in  research  was  classed  as  desirable  by  a  majority  of  the 
counselors.     However,  a  divergence  of  opinion  was  found  for  two  of  the  knowledges.     The  scientific 
method,  which  was  classed  nonessential  by  state  counselors  and  desirable  by  Veterans  Administration 
counselors,  was  ranked  essential  by  private  counselors.     Elementary  statistics,  also  considered  non- 
essential by  state  counselors,  was  felt  to  be  desirable  by  private  counselors,  but  considered  essen- 
tial by  Veterans  Administration  counselors. 

Comments  by  respondents  indicated  that  they  felt  the  length  of  the  program  coupled  with  the  Job 
responsibilities  of  the  rehabilitation  counselor  were  such  as  to  make  research  and  statistics  an 
elective  area  in  the  educational  curriculum  rather  than  a  required,  or  essential,  area. 

The  findings  of  the  study  indicate  that  practicing  counselors  consider  the  area  of  counseling 
the  core  of  the  rehabilitation  counseling  curriculum.     They  also  feel   that  a  major  emphasis  should 
be  placed  on  the  professional  aspects  of  the  counselor's  job.     Basic  content  from  other  areas,  such 
as  medicine,  psychomet r i cs ,  social  work,  occupations,   is  considered  necessary,  but  it  is  not  such  as 
to  prepare  the  counselor  to  be  a  professional  specialist  in  any  one  of  them.     Considering  the  length 
and  extens i veness  of  the  curriculum  and  the  requirements  of  the  job,  counselors  felt  that  research 
and  statistics  are  not  essential.     Results  also  indicate  that  a  practicum  period  should  constitute 
about  one-fifth  of  the  program  and  should  provide  opportunities  for  application  of  the  learnings  and 
opportunities  for  visitation  and  observation  in  agencies  and  institutions. 

Within  the  limitations  of  this  investigation  and  of  the  questionnaire,  the  findings  appear  to 
reflect  a  recognition  by  rehabilitation  counselors  of  certain  basic  educational  needs.  Those 
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knowledges  and  skills  so  indicated  by  counselor  opinion  suggest  minimum  essentials  for  a  program  In 
rehabilitation  counselor  education.     An  abbreviated  summary  of  such  a  minimal  program,  developed 
from  the  study,  follows: 


Know! edges 

 — 

Counseling  theories,  principles,  techniques, 
tools,  and  relationships 

Duties  and  responsibilities  of  the  rehabili- 
tation counselor,  professional  ethics, 
teamwork 


Ski  I  Is 

Counseling  and   interviewing  processes 
Ethical  procedures  and  teamwork  processes 


Human  behavior,  personality  disorders, 
impact  of  disablement  on  the  individual 

Principles  and  practices   in  assessment  of 
individual   differences,  tests 


Using  psychological   data,  effective  relation- 
ships with  psychological  personnel 

Interpreting  and  using  test  data 


Occupational  world,  particular  problems 
relating  to  vocational   selection,  train- 
ing, placement,   follow-up  of  the  disabled 

Methods  of  casework 

Concepts   in  rehabilitation,  legislation, 
problems  and  trends,  processes  in 
rehabi I i  tat  ion 

Social   and  economic  needs  of  the  disabled 


Developing  a  vocational  plan,  carrying  It 
through  training,  placement,  follow-up 


Casework  processes 


Using  community  resources,  interpreting 
social   and  economic  data 


Nature  and  extent  of  disability,  medical 
resources  and  facilities,  evaluation 
of  d  i  sab  i 1 i  ty 


Using  medical  data,  effective  relationships 
with  medical  personnel 


Pract  ica 


Visitation  and  observation  in  a  range  of  public  and  private  agencies  and  institutions 
Supervised  practice  in  applying  skills   In  the  various  areas  given  above 
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THE  INTERDISCIPLINARY  NATURE  OF  REHABILITATION 
COUNSELOR  TRAINING 


C.  H.  Patterson 


The  list  of  the  knowledges  and  skills  desired  in  a  rehabilitation  counselor  reads  like  a  roster 
of  the  content  of  the  social  and  biological  sciences.    A  few  of  the  2^  listed  by  Hall  and  Warren 
(2,  pp.   21-22)  are  the  following:     an  understanding  of  human  growth  and  development;  an  undo rs t and i ng 
of  human  anatomy  and  physiology;  an  understanding  of  mental  and  emotional  conditions,  their  nature, 
course,  and  probable  cause;  familiarity  with  medical   information,  therapies,  prostheses,  etc.;  the 
ability  to  use  accepted  techniques  of  case  study,  to  establish  a  counseling  relationship,  to  use 
techniques  of  vocational  and  personal  counseling;  the  ability  to  analyze  occupations;  an  understand- 
ing of  community  organizations  and  their  services;  the  ability  to  do  research;  an  understanding  of 
social   legislation  and  laws  pertaining  to  rehabilitation.     "The  typical   rehabilitation  counselor  is 
a  combination  counselor,  administrator,  coordinator  of  services,  and  public  relations  person"  (2, 
p.  22).     He  is  also  a  case  finder,  caseworker,  determiner  of  legal  eligibility,  clerk,  research 
worker,  compensation  expert,  artificial  appliance  expert,  and  an  employment  and  placement  specialist, 
among  other  things. 

It  should  be  obvious  that  such  a  person  does  not  exist.     No  one  individual  could  combine  the 
requisite  training  and  duties  required  by  these  functions.     If   it   is  unreasonable  to  expect  to  find 
all   these  things   in  one  person,   it  would  appear  to  be  necessary  to  face  this  fact.     Then  the  basic 
and  essential  elements  should  be  recognized,  and  the  others  assigned  to  other  workers  or  relegated  to 
secondary  status.     That   is,   it  appears  that  the  job  of  rehabilitation  counselor  should  be  redefined 
in  a  reasonable  manner.     Certainly  those  concerned  with  the  training  of  rehabilitation  counselors 
in  a  period  of  one  to  two  years  of  graduate  work  must  make  some  decisions  about  what  we  are  to  include 
in  our  training,  what  is  to  be  basic  and  what  secondary,  since  we  cannot   include  everything  nor  give 
equal  attention  to  all   that  we  do  include. 


Counselor  or   I n terd i sc i p 1 i nar i an 


It  is  the  feeling  of  many  who  are  training  rehabilitation  counselors  that  there  should  be  some 
basic  core  of  training,   that  there  should  be  some  major  emphasis.     The  basis  upon  which  this  core  is 
determined  is  the  concept  of  the  major  function  of  the  rehabilitation  counselor.     Many  conceive  this 
to  be  the  counseling  function.     Because  of  this  we  attempt  to  make  counseling  the  core  and  major 
emphasis  in  our  training  programs  (5,  6,  7). 

Another  point  of  view  stresses  the  wide  variety  of  knowledges  and  skills  desired   in  a  rehabili- 
tation counselor,  and  would  attempt  to  give  some  training  in  all,  or  as  many  as  possible.  Proponents 
of  this  point  of  view  do  not  appear  to  want  to,  or  be  able  to,   indicate  which  of  the  knowledges  and 
skills  are  more  important  and  which  are  of  lesser  importance.     Some,  however,  would  leave  out  some 
areas  on  the  basis  of  personal  opinions. 

This  point  of  view  stresses  the  interdisciplinary  nature  of  the  rehabilitation  process.  This 
is  a  term  which  appears  to  have  considerable  emotional  value.     No  one  wants  to  be  "against"  anything 
to  which  the  term  interdisciplinary  is  attached.     The  prestige  of  the  term  is  perhaps  enhanced  by  the 
recent  and  current  emphasis  upon  interdisciplinary  research. 

Now  there  is  no  doubt  that  rehabilitation  is  an  interdisciplinary  process.  There  is  no  question 
but  that  the  problems  of  human  behavior  require  an  Interdisciplinary  attack  in  the  field  of  research. 

Nevertheless,  when  we  talk  about   interdisciplinary  training  it  seems  we  are  opening  ourselves 
up  to  the  possibility  that  we  will   defeat  our  ultimate  purpose,  which   is  better  service  to  the  client 
or  a  better  understanding  of  human  behavior,  as  a  result  of  Interdisciplinary  research.     This  writer 
does  not  believe  we  can  reverse  the  trend  toward  specialization  even  if   it  seemed  desirable.     We  can- 
not halt  the  expansion  of  knowledge  in  every  field  of  science.     And   in  the  face  of  this  tremendous 
advance  in  knowledge,  we  cannot  return  to  the  era  when  it  was  possible  for  one  individual   to  acquire 
all   the  existing  knowledge  in  every  field  of  science  or  of  human  behavior. 


Reprinted  from  the  Personnel  and  Gu  i  dance  Journal  ,  1958,  36,  310-313,  by  permission  of  the 
publ i  sher . 
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What  this  amounts  to  essentially  is  that,  given  a  specified  amount  of  time,  an  individual  who 
attempts  to  master  two  fields  of  knowledge  is  only  half  trained  in  each  field  as  compared  to  the 
Individual  who  concentrates  on  one  field.     If  one  considers  what  a  person  who  is  partially  trained 
in  a  number  of  fields  can  contribute,  either  in  service  to  a  client  or  to  a  research  project,  it 
would  appear  to  be  obvious  that  he   is  of  less  value  than  a  person  who  is  thoroughly  trained   in  one 
field.     Specialization  is  the  order  of  the  day,   in  every  field  as  well   as   in  medicine,  and  the  age 
of  the  true  general  ist  or  general  practitioner  has  passed.     It  is  true  that  there  are  a  few  indi- 
viduals who  after  many  years  have  mastered  two  or  even  more  fields.     But  they  are  rare,  and  they 
did  not  acquire  their  expertness  on  the  basis  of  an   interdisciplinary  training  program. 

What   is  desired,   then,    in  all   fields  of  service  and  science,  are  well-trained  specialists. 
Interdisciplinary  research  projects  are  not  manned  by  individuals  partially  trained   in  a  variety  of 
fields.     They  include  specialists  who  are  highly  trained   in  a  particular  field  so  that  they  are  able 
to  contribute  their  specialized  knowledge  to  the  solution  of  the  complex  problem. 

The  same  situation  exists   in  the  field  of  service,    including  the  field  of  rehabilitation.  The 
rehabilitation  team  is  made  up  of  a  group  of  specialists.     Each  is  highly  trained  in  a  specific  pro- 
fession, or  even  a  specialized  branch  of  a  profession.     The  physician  is  a  physiatrist,   the  social 
worker   is  a  medical   social  worker.     The  nurse,   the  physical   therapist,   the  occupational  therapist, 
are  specialists  trained  in  a  single  profession,  not   in  several. 

The  question  then  naturally  arises,  why  should  the  counselor  be  different?    Why  should  he  spread 
himself  so  thin  that  he  has  a     smattering  of  many  things,    including  the  fields  of  other  specialists 
on  the  rehabilitation  team?    What  can  he  contribute  that  the  others  cannot   if  this   is  all   he  has? 

If  the  counselor   is  to  be  recognized  and  respected  as  a  member  of  the  rehabilitation  team,  he 
must  be  a  specialist  with  something  unique  to  offer.     It   is  contended  here  that  his  unique  contri- 
bution  is  the  vocational  counseling  of  the  patient  or  client.     The   interdisciplinary  nature  of  the 
process  resides  in  the  interaction  between  team  members  who  are  specialists,  not  within  any  one  of 
the  team  members.     The  rehabilitation  process   is   interdisciplinary,   resting  upon  several  disciplines. 
What  is  needed  is  the  integration  of  specialized  services  by  individuals  highly  trained  in  the  vari- 
ous disciplines,  not   individuals  who  have  inadequate  training  in  a  number  of  areas  and  who  try  to 
perform  the  whole  process.     There  are  no  interdisciplinary  persons  or  professions;  there  are  only 
interdisciplinary  teams.     Black  (1,  p.   355)  expresses   it  well  when  he  says  that  "rehabilitation  is 
practiced  by  no  single  profession,  but  by  a  composite.     The  social   caseworker  on  the  team  is  no  less 
a  social  caseworker  and  no  more  a  new  profess ional  spec i al  i st  than  before  she  entered  the  rehabilita- 
tion field.     The  vocational  counselor  should  be  a  good  vocational   counselor,  not  a  new  rehabilitation 
counsel  or ." 

We  return  then  to  the  conclusion  that  rehabilitation  counselors  are--or  should  be--spec i a  1 i sts , 
fully  trained  in  their  major  function,   that  of  counseling.     Their  acceptance  by  other  members  of  the 
rehabilitation  team  is  basically  determined  by  how  much  they  know  about  counseling,   rather  than  how 
many  courses  they  have  had   in  medicine,   social  work,  physical   therapy,  etc.     There  thus  appears  to 
be  no  need  for  the  creation  of  a  new  profession  of  rehabilitation  counseling,  an  interdisciplinary 
profession,  such  a  phrase  being  a  contradiction  of  terms.     Rehabilitation  counselors  are  generically 
counselors  and  should  be  identified  with  other  counselors,  both  in  their  training  and  in  their  post- 
graduate professional  development. 

Preparation  for  Teamwork 

Now,  none  of  the  above  should  be  taken  to  mean  that  the  rehabilitation  counselor  should  not  be 
prepared  for  working  with  other  professions  on  an  interdisciplinary  team.     It  may  be  that  there  is 
some  conflict  arising  from  the  lack  of  recognition  of  this  agreement.     The  conflict  described  earlier 
may  not  be  as  deep  as  appears.     That   is,  we  may  be  in  agreement  upon  our  objective,  but  disagree  in 
regard  to  the  method  of  achieving  our  objective. 

Those  who  seem  to  stress  an  interdisciplinary  training  program  in  many  cases  are  probably  doing 
so  because  they  feel   that  this   is  the  best  preparation  for  functioning  in  an  interdisciplinary  set- 
ting.    That   is,    it  seems  to  be  assumed  that  taking  course  work  in  another  discipline  is  the  best  way 
to  prepare  for  working  with  persons   in  the  other  discipline.     Hall   and  Warren,   for  example,  state 
that  "all   rehabilitation  counselor  training  programs  should  provide  sufficient  course  content  to 
prepare  the  counselor  to  function  effectively  in  the  mu 1 t i d i sc i p 1 i nary  environment   in  which  all 
rehabilitation  is  conducted"  (2,  p.  52). 

Many  of  us  do  not  agree  that  this  is  the  best  method.  It  appears  to  some  of  us  to  be  inefficient 
and  wasteful  of  the  student's  time.     It  limits  the  amount  of  basic  preparation  in  the  counseling 
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function  which  can  be  given.     Mahoney ,  who  is  both  a  social  worker  and  a  psychologist,  and  who  recog- 
nizes that  "each  profess  ion. . .has  a  primary  responsibility  to  help  its  aspiring  practitioners  become 
aware  of  the  contributions  and  functions  of  related  professions,"  doesn't  believe  that  this  responsi- 
bility can  be  met  by  the  taking  of  formal  course  work  in  the  related  profession  (3).     "Each  profession," 
he  says,  "has  its  special  jargon  and  generic  theoretical  background;  without  some  understanding  of  the 
'basics,1  without  a   'feel   for  the  frame  of  reference,'   taking  one  or  two  intermediate  or  advanced 
courses  in  either  discipline  can  frequently  be  less  than  rewarding"  (3).     There  is  even  the  practical 
problem  of  students  being  admitted  to  intermediate  or  advanced  courses  without  taking  the  elementary 
or  introductory  courses  as  prerequisites.     Fine,  you  may  say,  students  should  take  the  basic  courses. 
But  the  introductory  courses  are  often  of  little  value  to  the  graduate  student.     He  may  not  be  able 
to  get  credit  for  them  on  the  graduate  level.    And  suppose  he  is  willing  to  accept  this  and  then  take 
one  or  more  intermediate  or  advanced  courses.     How  many  fields  can  he  do  this  in  and  meet  the  require- 
ments for  basic  work  and  a  major  in  counseling? 

The  goal   is  not  to  give  the  student  any  degree  of  competence  in  other  fields.     This  is  unneces- 
sary and  impracticable.     The  goal   is  "to  develop  an  understanding  and  awareness  of  the  related  profes- 
sion which  enables  one  to  work  harmoniously  and  effectively  with  members  of  that  profession  and  utilize 
their  services  to  the  benefit  of  the  client"  (3). 

How  is  this  to  be  accomplished?    There  are  actually  a  number  of  ways.     Mahoney  suggests  the  pro- 
viding for  contacts  of  graduate  students  through  social  and  coffee  hours.     There  can  also  be  contact 
through  joint  meetings,  joint  sponsorship  of  speakers.     There  can  be  contact  through  the  use  of 
guest  speakers  from  other  professions  in  courses  and  seminars.     The  social  workers  use  this  method 
widely.     One  of  the  purposes  of  the  seminar  can  be  to  provide  this  orientation,  both  through  speakers 
and  assigned  readings.     Participation  or  observation  of  students  in  staff  meetings  and  case  discus- 
sions before  and  during  the  field  work  training  is  an  excellent  method  of  orientation  to  other 
professions.    The  field  work  period  should  have  as  one  of  its  purposes  this  contact  with  and  orienta- 
tion to  other  professions. 


Summary 


The  burden  of  this  discussion  has  been  that  although  rehabilitation  is  a  mu 1 t i d i sc i p 1 i nary 
process  it  is  accomplished  by  specialists  working  together  as  a  team.     It  is  not  possible,  nor 
even  desirable,  to  require  interdisciplinary  training  for  each  member  of  the  team.    While  it  is 
desirable  that  each  member  of  the  team  have  some  preparation  in  understanding  and  working  with 
other  members  of  the  team,  this  can  be  accomplished  without  requiring  the  taking  of  course  work 
in  these  other  disciplines.     The  rehabilitation  counselor  will  become  an  accepted  and  effective 
member  of  the  team  only  if  he  can  contribute  as  a  specialist,  not  on  the  basis  of  having  been 
exposed  to  a  heterogenous  smattering  of  courses  in  these  other  fields.     The  emphasis  in  the 
training  of  rehabilitation  counselors  should  therefore  be  upon  developing  skill  and  competence 
in  the  counseling  process  or  function.     This  training  is  basically  psychological    in  nature. 
The  rehabilitation  counselor  is  fundamentally  a  vocational  counselor  or  psychological  counselor 
working  with  handicapped  clients.     He  is  not  a  member  of  a  unique  or  interdisciplinary  profes- 
sion.    Rehabilitation  counseling  will  develop  and  advance  as  a  profession  to  the  extent  to  which 
it  recognizes  itself  as  part  of  the  general  counseling  profession  and  identifies   itself  with 
other  counseling  specialties  both  in  training  and  in  professional  affiliations. 
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PART  IV 


BASIC  PRINCIPLES  OF  REHABILITATION  COUNSELING 


The  counseling  of  the  disabled  is  essentially  the  same  as  counseling  the  nondisabled.     The  basic 
principles  of  counseling  apply.     These  general  principles  and  techniques  are  presented  in  the  general 
counseling  literature,  and  are  therefore  not  represented  in  this  book.     It  is  assumed  that  the  reha- 
bilitation counselor  will  be  familiar  with  these  basic  principles  and  techniques.     They  do,  of  course, 
underlie  implicitly,  and  in  some  cases  will  appear  explicitly,   in  many  of  the  articles  included  here 
and  in  Part  V. 

There  are,  however,  some  special  considerations  in  the  counseling  of  the  disabled  with  which 
the  rehabilitation  counselor  must  be  familiar.     These  constitute  a  background  for  his  work,  or  are 
general  factors  permeating  the  counseling  process.     It  is,  of  course,  difficult  to  separate  back- 
ground factors  from  the  general  counseling  process  itself,  and  as   in  other  sections  of  this  book, 
some  of  the  articles  might  well  have  been  placed  elsewhere. 

Since  we  are  concerned  in  vocational   rehabilitation  counseling  with  work  and  productivity,  and 
the  use  of  human  talents,  the  first  two  articles  on  attitudes  toward  work  and  the  conservation  of 
human  talent  are  pertinent,  although  they  are  not,  of  course,  restricted  to  the  disabled. 

The  articles  by  Block  and  Cottle  discuss  some  of  the  differing  emphases  and  special  conditions 
of  rehabilitation  counseling.     The  student  should  refer  to  the  discussion  by  Jacobs   (3)  for  further 
consideration  of  this  topic.     The  Office  of  Vocational  Rehabilitation  publication  on  "Clinical 
Aspects  of  Counseling  with  the  Disabled"  (k)   is  also  pertinent  here.     The  whole  field  of  the  psycho- 
logical aspects  of  disability  is  of  basic  importance  to  the  rehabilitation  counselor.     The  counselor 
should  be  familiar  with  the  literature  in  this  area  (e.g.,   I,  2).     Limitations  of  space  prevent  the 
Inclusion  of  this  topic,  as  such,   in  this  book  except  for  the  discussion  by  Levine.     It  will,  of 
course,  be  touched  upon  in  many  other  articles.    Wright's  book  is  important  in  this  area  (5). 

The  paper  by  Lofquist  might  be  considered  by  some  as  an  extreme  point  of  view.     He  emphasizes 
that  the  rehabilitation  counselor  is  basically  a  vocational  counselor  working  with  the  disabled. 
He  reminds  us  that  many  vocational  problems  do  not  involve  abnormal  emotional  attitudes  or  com- 
ponents, but  are  reality  problems  which  can  be  resolved  by  a  rational,   logical  approach  to  the 
choice  of  a  vocation.     The  counselor  is  therefore  not  concerned  with  therapeutic  counseling  or 
psychotherapy . 

This  Is  an  important  point  of  view.     Nevertheless,  even  in  the  best  adjusted  individual,  there 
are  emotional  factors  in  occupational  choice,  and  these  must  be  recognized  and  handled  therapeutically. 
Thus  consideration  of  the  emotional  elements  in  all  counseling  is  important,  and  the  papers  on  the 
counselor's  responsibility,  and  counseling  as  a  relationship  emphasize  this  aspect  of  counseling. 
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ATTITUDES  TOWARD  WORK 
C.  H.  Patterson 


Work  means  many  things  to  different  people.     That  work  is  an  important  part  of  life  is  obvious. 
It  consumes  almost  one-fourth  of  our  adult  lives,  more  than  any  other  activity  except  sleep,    if  sleep 
may  be  called  an  activity.     I f  we  do  not  include  sleep,  work  occupies  about  one-third  of  the  average 
person's  activities.     It  is  thus  an  interesting  question  why  it  is  only  within  the  last  few  years 
that  the  meaning  of  work  has  been   investigated  by  psychology  and  sociology.     Anne  Roe,   in  her  book 
on  The  Psychology  of  Occupations  (12)  states  that  "if  one  wishes  to  understand  the  total  psychology 
of  any  person,    it   is  at  least  as   important  to  understand  his  occupational  behavior  as   it   is  to  under- 
stand his  sexual  behavior."    Yet  the  amount  of  effort  given  to  the  study  and  understanding  of  the 
meaning  of  work  to  the  individual   is  infinitesimal  compared  to  the  study  of  sexual  behavior. 


Work:     A  Penance 


While  the  meaning  of  work  varies  with  individuals,  there  are  perhaps  two  major  types  of  attitudes. 
The  two  attitudes  are  expressed  by  the  title  of  a  recent  article,  which  was  "Work:     Pleasure  or  Penance?" 
(8).    Work  as  penance  for  sin  has  been  the  prevailing  attitude  and  is  often  referred  to  as  the  Protestant 
ethic  of  work.     It  is  based  on  the  Biblical  story  of  the  original  sin  and  the  expulsion  of  Adam  and 
Eve  from  the  workless  life  of  the  Garden  of  Eden.     God  said  to  Adam,  "Cursed  be  the  ground  because  of 
you;   in  toil  shall  you  eat  of  it  all   the  days  of  your  life;   in  the  sweat  of  your  brow  you  shall  eat 
bread"  (Gen.  \\   17~l8) .    Work  is  thus  a  curse,  a  punishment  for  sin.     Now  whether  we  accept  the  Bibli- 
cal story  as  fact  or  allegory,   it  is  a  significant  indication  of  an  attitude  toward  work.    Work  is 
not  pleasant,   it   is  disliked;  yet   it   is  necessary  for  life,  to  wrest  subsistence  from  the  environment. 
It  is  a  necessary  evil.     Man  works  in  order  to  live,  to  satisfy  the  basic  needs  for  food,  clothing, 
and  shelter.     Freud  viewed  work  as  an  inescapable  and  tragic  necessity;  man  must  be  forced  into  the 
real i  ty  of  work  (11). 


Work:     A  Pleasure 


The  second  approach  to  work  is  a  much  more  recent  one.    Work  is  not  entirely  an  unpleasant  acti- 
vity.   Work  is,  or  may  be,  a  pleasure.     We  not  only  work  to  live,  but  we  live  to  work.     Work  is  the 
natural  exercise  of  the  body  and  mind.     It  satisfies  the  basic  need  for  physical  activity.     And  in 
our  society,  work  satisfies  psychological  needs  of  a  varied  nature--the  need  for  security,  for 
sociality,  for  status,  for  self-esteem  and  the  esteem  of  others,  for  creativity,  among  others. 

Writers  and  poets  have  extolled  the  virtues  and  benefits  of  work.     Gibran,   in  The  Prophet  (5), 
writes:     "When  you  work,  you  are  a  flute  through  whose  heart  the  whispering  of  the  house  turns  to 
music...     To  love  life  through  labor  is  to  be  intimate  with  life's   inmost  secret....     Work  is  love 
made  visible."    And  Carlyle  (1)  wrote:     "Even  in  the  meanest  sort  of  labor,  the  whole  soul  of  man 
is  composed  into  a  kind  of  real  harmony  the  instant  he  sets  himself  to  work.     Older  than  all  preached 
Gospels  was  this  unpreached,   inarticulate  but  ineradicable,  forever-enduring  Gospel:    work,  and  there- 
in   well-being."    Work  is  thus  conducive  to  physical  and  mental  health.     Work  is  therapy--phys i cal  and 
mental   therapy.     It  is  the  natural  exercise  of  the  body  and  mind. 

More  than  this,   in  our  complex  economic  society,  work  is  the  basis  for  social  status.     We  no 
longer  say  to  the  individual — at  least  openly--"if  you  don't  work,  you  don't  eat,"  but  the  nonworking, 
nonproductive  individual   is  not  usually  a  full  member  of  society.     Lack  of  work,  or  inability  to  work, 
therefore  affects  one's  status   in  the  eyes  of  others  and  of  oneself.     It   is  demoralizing,   leading  to 
loss  of  self-respect  or  self-esteem,  a  frustrating  of  the  desire  for  independence  and  self-sufficiency, 
the  loss  of  a  sense  of  usefulness,  of  confidence  in  oneself.     The  end  result  of  this  process  may  be 
the  acceptance  of  a  dependent  role  and  a  clinging  to  it  for  fear  of  losing  what  security  one  has 
since  confidence  is  lacking  in  the  ability  to  become  independent.     Once  this  state  is  reached,  moti- 
vation may  be  lost,  and  we  face  one  of  the  most  difficult  problems  in  social   rehabilitation.    We  have 
as  yet  found  no  answer  to  this  problem.     Our  best  approach  would  appear  to  be  one  of  attempting  to  pre- 
vent such  a  condition  from  developing. 


Reprinted  from  the  Vocat  i  onal  Gu  i  dance  Quarterly,  1959,  7,  155-158,  and  Publ i  c  Aid  i  n  111  i  no  i  s  , 
1959,  26(3),   1-3,   10,  with  the  permission  of  the  publisher. 
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Sat  i  sf act i  on : 


Intrinsic  or  Extrinsic 


There  are  two  kinds  of  satisfaction  to  be  derived  from  work--the  intrinsic  and  the  extrinsic. 
The  intrinsic  includes  the  enjoyment  of  work  for  itself;  the  extrinsic  satisfaction  is  derived  from 
what  the  results  of  the  work  bring,  both  in  terms  of  economic  returns  and  psychological  and  social 
returns.     The  history  of  industrialization  has  tended  to  reduce  or  eliminate  the  intrinsic  satis- 
factions in  work.     The  mechanization  of  jobs  has  eliminated  the  creativity  from  much  of  work.  The 
pride  of  craftsmanship  is  no  longer  possible  when  one  turns  out  standardized  products  on  a  machine. 
Work  becomes  routine,  monotonous.     In  addition,  the  routine  of  machine-tending  cuts  down  on  the 
social   interaction  on  the  job.     This,  and  the  increasing  size  of  industrial  concerns,  leads  to  a 
more  impersonal  atmosphere  on  the  job.     The  increasing  simplication  of  work  results  in  the  break- 
down of  jobs  into  simple,  repetitive  activities.     The  minute  nature  of  these  activities  and  the 
large  number  of  them  required  to  produce  a  finished  product,  not  only  prevents  the  worker  from 
experiencing  the  satisfaction  of  completing  a  product,  but  reduces  the  prestige  of  the  job.  He 
may  be  deprived  of  a  sense  of  status,  the  use  of  skill    {k) .     Moreover,  he  has  nothing  upon  which 
to  build  prestige  and  status  outside  the  job.     No  one  can  understand  or  appreciate  what  he  does. 
He  is  just  a  "hand,"  an  assembly  line  worker. 


Many  Jobs  are  Simple 


The  study  of  k,000  jobs  by  the  U.  S.  Department  of  Labor  (13)   indicates  that  75  percent  of  the 
jobs  require  adjustment  to  a  relatively  small   number  of  situations,    involve  set  tolerances  or  limits, 
are  repetitive,  short-cycle  jobs  performed  under  specific  instructions  with  measurable  criteria  of 
performance.     There  is   little  creativity,    independence,   responsibility,  judgment,  evaluation,  or 
personal    interaction   involved.     Seventy-five  percent  of  the  Jobs  are  limited  to  things  or  objects 
requiring  routine,  concrete,  organized  activity,   requiring  no  significant   interest   in  people  or 
ideas,  or  social  welfare,  or  sc i ent i f i c- techn i ca 1   interests.     They  are  nonsocial,  carried  on  in 
relation  to  processes,  machines,  and  techniques. 


Life  Focus   is  Elsewhere 


Now  while   it  has  been  stressed,  and   is  no  doubt  still   true  to  a  large  extent,   in  a  broad  sense, 
that  one's  work  is  the  center  of  one's   life,    it  appears  that  a  change   is  occurring.     Because  of  the 
factors  just  listed,   the  job,  or  the  work  situation,    is  becoming  less  and  less  the  focus  of  the 
worker's   life.     The  lack  of   intrinsic  satisfactions  and  the  reduction  of  social   satisfactions  on  the 
job  seem  to  be  leading  to  a  divorce  between  the  job  and  the  rest  of  the  worker's  life.     When  he  gets 
home  from  work,  he  changes  his  clothes,  and  with  this  change  he  enters  a  different  world.     As  Gins- 
burg  (6)  notes,  the  worker  no  longer  "seeks  his  narcissistic  gratifications  solely  or  even  primarily 
in  his  job.     In  fact,   there   is  substantial  evidence  that  for  most   industrial  workers,  work  and  the 
work-setting  are  not  central    life   interests."    Dubin   (3)  also  notes  that  "Work  is  no  longer  a  central 
life   interest  for  workers.     These  life   interests  have  moved  out   into  the  commun i ty . . . the  problem  of 
creating  an  industrial   civilization   is  essentially  a  problem  of  social    intervention  and  creativity 
in  the  nonwork  aspects  of  life." 


Job  Satisfaction  Important 


Menninger   (9)  noted  a  number  of  years  ago  that  perhaps  75  percent  of  the  patients  going  to 
psychiatrists  suffer  from  an   incapacitating  impairment  of  their  satisfaction  in  their  work  or  their 
ability  to  work,  and  that   in  many   it  was  their  chief  complaint.     Perhaps  this   is  less  a  reflection 
on  the  inadequacies  of  the   individual  worker  than  upon  our  industrial  society. 

Nevertheless,  a  surprising  proportion  of  workers  are  satisfied  with  their  Jobs,  probably  about 
80  percent   (2,   10).     But  the  proportion  who  are  satisfied  decreases  from  the  professional   to  the 
laboring  classes.     The  satisfactions  derived  from  work  also  vary  with  the  occupational  group,  the 
white  collar  workers  emphasizing  intrinsic  satisfactions  while  the  blue  collar  workers  mention 
extrinsic  aspects  (7). 
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Unanswered  Questions 


This   is  enough,    I   think,   to  point  out  the  complex  nature  of  the  problems   involved   in  the  psychol- 
ogy and  sociology  of  work.     It   is,  as   I  have  suggested,  only  recently  that  attention  has  been  given 
to  this  field.     With  the  increasing  mechanization  of  work  and  the  resulting  smaller  opportunity  for 
the  many  to  find  satisfaction   in  work,   the  problem  will    increase   in   importance.     Disagreeable,  monot- 
onous jobs  cannot  be  entirely  eliminated,  even  by  automation.     How  can  the  worker  be  given  some 
satisfaction  in  his  work?     Can  so-called  morale  builders,  such  as  profit-sharing,   low  cost  restaurants, 
recreational  facilities,  social  organizations,  and  activities  provided  or  sponsored  by  industry  offer 
sufficient  satisfactions?    Will  shorter  working  hours  offer  a  solution?    Or  will   this  Just  transfer 
the  problem  of  satisfying  needs  for  activity,  creativity,  recreation,  etc.,  to  the  community  at  large? 
These  are  the  unanswered  problems  which  we  must  face  in  the  near  future. 


Workers'  Attitudes  Vary 


In  the  meantime,  we  are  faced  with  some  more  practical    immediate  problems.     We  are  concerned  not 
only  with  the  great  majority  of  job  seekers  who  bring  their  skills  and  abilities  to  the  labor  market, 
but  with  the  physically  handicapped,   the  mentally  unstable,   the  untrained  and  especially  the  dependent 
unemployed  often  with  a  long  history  of  job  failure.     I   shall   try  to  point  up  some  of  the  highlights 
of  these  special  situations  together  with  suggestions  for  those  of  us  who  are  engaged  in  counseling 
or  casework  with  persons   in  need  of  help. 

The  first  point  which  I  would  like  to  make  is  the  obvious  one  that  attitudes  toward  work  vary 
tremendously.     While  one  may  group  them  into  positive  and  negative  attitudes,  this  classification 
covers  up  many  significant  differences. 

Not  only  do  attitudes  toward  work  vary  among   individuals,  but  they  vary  within  individuals  at 
different  times.     Although  a  Job  may  not  be  satisfying  to  a  worker,   it  is  necessary,  and  threat  of 
its  loss  or  the  actual   loss  creates  a  crucial  problem.     One's  attitude  toward  a  job  may  change 
radically.    While  it  is  not  threatened,     the  worker  may  complain  about  it,  even  to  the  extent  of 
declaring  that  he  doesn't  care  whether  he  has  it  or  not.     But  once  it  is  in  danger  of  being  lost, 
or  is  actually  lost,  this  attitude  changes  and  the  worker  clings  to  it  or  wishes  he  had  it  back 
again.     The  necessity  of  a  job,  any  job,  for  adequate  existence  overshadows  the  dissatisfactions 
felt  about  it. 


Motivation  Difficult  to  Understand 

Lack  of  a  job  is  related  to  the  phenomenon  which  has  come  to  be  known  as  dependency,  which 
when  chronic  sometimes  seems  to  be  a  way  of  life.  It  is  important  to  understand  dependency  and 
what  is  often  referred  to  as  the  lack  of  motivation  to  work. 

The  problem  of  lack  of  motivation  is  perhaps  better  understood  if  one  recognizes  that  it  is  not 
actually,   in  most  cases,  one  of  lack  of  motivation,  but  of  motivation  for  goals  which  the  counselor 
or  caseworker  cannot  accept  or  even  understand.     As  long  as  we  live  we  are  motivated  to  go  on  living, 
except  for  those  few  rare  individuals  who  apparently  have  lost  the  motivation  for  life.     The  depend- 
ent client  is  motivated  to  cling  to  what  security  he  has,  and  work  may  be  viewed  as   insecurity,  the 
loss  of  the  security  of  relief. 

While  the  prevention  of  dependency  appears  to  be  basic,    its  amelioration  or  remedy  may  be  possi- 
ble, perhaps,   in  more  instances  than  we  realize.     It  is  necessary  to  discover  and  use  the  motivations 
which  do  exist  in  the  client,  and  this  requires  skill  on  the  part  of  the  counselor  or  caseworker.  In 
some  cases  perhaps  motivation  can  be  uncovered  by  facing  the  client  with  the  reality  of  loss  of  public 
assistance  when  he  appears  to  be  capable  of  working.     In  this  case  the  insecurity  or  loss  of  any  means 
of  subsistence  may  be  more  threatening  than  attempting  a  job. 

Dependency  has  Many  Causes 


But  the  essential   point   is  that  dependency  is  caused.     It  may  have  many  and  complex  causes, 
varying  with  the  individual.     It  does  not  necessarily  represent  laziness  or  the  rejection  of  responsi- 
bility.    In  fact,  the  sense  of  responsibility  may  be  strong,  so  strong  that  the  client,  feeling 
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overwhelmed  by   it  and  inadequate  in  meeting  it,  develops  defenses.     These  defenses,   the  origin  of 
which  the  client   is  unaware,  may  become  manifestations  of  maladjustment  or  of  neurosis.     The  reaction 
may  go  even  beyond  this,  as   in  a  recent  case  of  mine  where  the  husband  was  so  threatened  by  the  addi- 
tional  responsibility  of  another  child  that  he  denied  that   it  was  his  child.     This  was  apparently  the 
only  way  in  which  he  could  avoid  the  responsibility  for  his  children,  which  he  keenly  felt,  yet  felt 
inadequate  to  meet. 

Dependency,  then,   is  something  which  has  multiple  causes,  varying  with  the  individual.     It  is 
necessary  for  the  worker  to  understand  these  individual  causes.     This  means  that  the  counselor  or 
caseworker  should  avoid  the  easy  way  out  of  thinking  of  dependency  as  a  way  of  life  with  which  the 
client  is  happy.     It  means  that  the  counselor  must  avoid  stereotypes  by  which  he  categorizes  clients 
and  thus  fails  to  see  them  and  understand  them  as  unique  individuals.     The  counselor  must  be  careful 
about  allowing  his  own  values  and  standards  to  prejudice  him  in  viewing  the  client,   in  leading  him 
to  look  at  the  client   in  a  judgmental  and  moralizing  manner.     He  must  be  aware  of  his  counter trans- 
ferences ,   to  use  an  analogy  to  psychotherapy. 


Work  has  Therapeutic  Value 


Work  is  a  positive  force,  a  source  of  progress   in  the  recovery  of  emotionally  disturbed  clients. 
We  are  becoming  aware  of  the  importance  of  work  in  the  adjustment  of  psychiatric  patients.    The  loss 
of  a  job,  while  it  may  be  a  result  of  an  emotional  disturbance,  may  also  be  the  final   factor  precipi- 
tating a  serious  mental  condition  requiring  hospitalization.     And  on  the  other  hand,   the  obtaining 
of  a  job  after  discharge  from  a  hospital  may  mean  the  difference  between  a  continuing  adjustment 
outside  the  hospital  or  return  to  the  hospital.     Work  helps  the  ex-patient  to  develop  a  concept  of 
himself  as  a  whole  person,  a  part  of  the  community,  a  contributing  member  of  society.     With  the 
apparently   increasing  discharge  rate  from  mental   hospitals,  which  is  usually  attributed  to  the  use 
of  t ranqu i 1 i z i ng  drugs  but  which   I   feel    is  as  much  due  to  the  development  of  the  hospital   as  a 
therapeutic  community,  we  must  recognize  the  importance  of  vocational   rehabilitation  to  keep  the 
readmission  rate  from  also  increasing. 


Sometimes  No  Work  Attitudes  Exist 


Then  there  is  the  individual  who  is  a  problem  not  because  of  unacceptable  attitudes  toward  work, 
but  because  he  has  no  well-defined  attitudes   in  this  area.     These  are  often  persons  who  have  been 
congenital ly  disabled,  who  have  had  no  work  experience.     They  may  have  been  overprotected  and  shielded 
from  the  realities  of  life,    including  work,  by  their  families.     These  may  be  difficult  clients  to  deal 
with  and  are  often  considered  to  have  accepted  dependency  as  a  way  of  life.     These  clients  need  habili- 
tation  rather  than  rehabilitation.     If  there  is  good  potentiality  for  learning  and  a  motivation  to 
learn,  the  prognosis  may  be  good  for  the  development  of  effective  attitudes  to  work  and  the  ability 
to  adjust  in  and  to  a  working  situation.     But  when  learning  ability  is  poor  and  when  motivation  Is 
lacking  or  there   is   insecurity  and  fear,   the  task  is  difficult  and  may  be  impossible  in  some  cases. 


Counselor  Learns  from  Those  He  Heips 


This  leads  me  to  the  final  point  I  wish  to  make.     Not  every  client  can  be  rehabilitated.  We 
must  expect  some  failures.     The  counselor  certainly  should  examine  and  study  his  failures  in  order 
to  learn  from  them.     But  he  can  never  avoid  some  failures,  and  he  should  not  blame  or  condemn  himself 
for  every  failure.     If  he  does,  his  effectiveness  as  a  counselor  is  impaired.     A  counselor  who  cannot 
accept  some  failures  should  leave  counseling.     Furthermore,   I  would  like  to  suggest  that  we  cannot 
impose  or  force  rehabilitation  services  on  a  client.     The  client  has  a  right  to  decline  the  services, 
to  refuse  to  be  rehab i 1 i tated--at  least  he  should  have  this  right  in  a  democracy.     This  does  not  mean 
that  we  shouldn't  offer  every  service,  perhaps  many  times,  to  attempt  to  understand  apparent  lack  of 
motivation  and  attempt  to  release  motivation  by  eliminating  blocks  and  obstacles.     Perhaps  psycho- 
therapy may  be  needed.     But  this  may  be  refused.     It   is  difficult   if  not   impossible  to  help  those 
who  do  not  want  to  be  helped. 

To  summarize,  then,  the  significance  of  these  contributions  to  the  counselor  or  caseworker,  I 
would  stress  the  great  variety  of  attitudes  toward  work  and  its  meanings  to  different  individuals. 
It  is  important  for  the  counselor  to  be  concerned  about  the  client  as  a  unique  person  to  whom  work 
holds  its  own  special  meanings.  If  he  is  to  help  his  clients,  the  counselor  must  understand  these 
special  meanings  and  attitudes.  To  the  counselor  and  caseworker  I  cannot  stress  too  much  the  im- 
portance of  the  first  and  basic  requirement  and  technique  of  working  with  peopl e-- 1 i sten--and  learn. 
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THE  CONSERVATION  OF  HUMAN  TALENT 


Donald  G.  Paterson 


When   I   began  thinking  about  the  subject  matter  of  tonight's  lecture,    I  planned  to  discuss  the 
interrelation  of  ability,  achievement,  vocational    interests,  and  Job  satisfaction  and,  especially, 
the  perplexing  lack  of  relationship  between  measured  vocational    interests  on  the  one  hand  and  achieve- 
ment and  Job  satisfaction  on  th.e  other.     Later  on,  when  1  decided  to  discuss  the  conservation  of  human 
talent,    I   found  myself  concerned  not  so  much  with  the  technicalities  primarily  of  interest  to  the 
vocational   and  personnel   psychologist  but  rather  with  an  attempt  to  portray  the  role  of  vocational 
and  personnel   psychology   in  a  free  America.     Thus,  my   intent   is  to  appeal   to  a  wider  audience  in  the 
hope  that,  perhaps,  my  remarks  may  help  to  secure  a  better  public  understanding  of  what  my  professional 
colleagues  are  attempting  to  do.     it   is  my  conviction  that  Walter  Bingham  would  want  this  type  of  em- 
phasis just  as  much  as  he  would  approve  a  talk  emphasizing  the  more  technical   aspects  of  our  work. 

The  subtitle  of  my  topic   is  "The  Role  of  Vocational   Psychology  in  Manpower  Management."  Perhaps 
it  would  be  well,  at  the  outset,   to  provide  a  few  definitions. 

We  define  vocational   psychology  as  the  study  of  the  relationship  of  personality  to  vocational 
and  occupational   adjustment.     The  term  "personality"   is  used   in  a  broad  sense  to  include  abilities, 
aptitudes,    interests,  attitudes,  and  all  other  personal   characteristics.     The  term  "occupational 
adjustment"  refers  to  the  extent  to  which  a  person's  unique  characteristics  are   in  harmony  with  the 
short-run  and  the  long-run  demands  of  the  vocation  or  occupation  in  which  he  finds  himself. 

By  manpower  management  we  mean  the  conservation  and  optimal   utilization  of  our  human  resources 
in  our  total   economy.      In  addition,  we  emphasize  that  the   idea  of  manpower  management  should  be 
broadened  to  include  the  idea  of  manpower  sel f -management .      In  a  free,  democratic  society,  we  cannot 
achieve  an  optimal   utilization  of  our  human  resources  without  recognizing  the   importance  and  dignity 
of  the   individual  and  his  right  to  choose  freely  the  occupation  for  which  he  feels  he  is  fitted.  It 
is  this  emphasis  that  differentiates  our  task   in  America  from  what  goes  on  in  a  totalitarian  state, 
Here,  we  assume  that  the  state  exists  to  serve  the   individual,  whereas  totalitarianism  assumes  that 
the   individual   exists  to  serve  the  state. 

My  own   interest   in  this  topic  goes  back  to  my  graduate  student  days  here  at  Ohio  State  University 
before  World  War   I.     My  major  advisor--the  late  Dr.   Rudolf  Pintner--was  busy  helping  to  create  a  psy- 
chology of   individual  differences  by  quantitative  studies  of  a  wide  variety  of  groups  of  children  and 
adults.     And  he  had  the  knack  of  enlisting  the  energies  of  his  students   in  this  exciting  quest.  He 
and  his  students  studied  the  feeble-minded,   the  delinquent,   the  deaf,   the  blind,   the  unemployed.  in 
these  studies  we  used  available  mental   test  methods,    improved  existing  tests,  and  devised  new  tests. 
The   immediate  aim  was  to  get  a  better  understanding  of  the  educational,  occupational,  and  social 
adjustment  problems  of  children  and  adults.     The  ultimate  aim,  however,  was  to  aid  the  individual 
to  make  better  educational,  occupational,  and  social  adjustments. 

This  experience  was  followed  by  the  great  adventure  of  World  War   I  when  we  were  given  the  oppor- 
tunity to  apply  psychological  methods  to  the  solution  of  military  manpower  problems.     In  this  work, 
we  learned  to  work  with  the  medical   profession,  with  the  psychiatrists,  with  personnel  managers  from 
business  and   industry,  and  with  line  and  staff  officers  at  all    levels  of  authority  and  responsibility. 
Here  again,  we  adapted  available  psychological   tests  and  rating  scales,   improved  existing  methods,  and 
devised  new  methods.     The  aim,  of  course,  was  to  aid  our  armed  forces  to  utilize  the  talents  of  our 
civilian-soldiers  with  a  minimum  of  waste   in  time  and   in  manpower.     The  slogan  behind  all  of  this 
effort  became  "the  right  man  in  the  right  place." 

Following  World  War   I,  great  efforts  were  made  to  apply  this  experience  to  business  and  industry 
and  to  education.     We  witnessed  the  slow  growth  of  vocational   psychology  and  personnel  administration 
during  the  1920's.     Then  came  the  depression  of  the  1930's.     With   it  came  an  accelerated  attack  on 
problems  of  employment,  unemployment,  and  relief.     I   refer  to  the  work  of  the  Minnesota  Employment 
Stabilization  Research  Institute   in  the  early  1 930 1 s  followed  by  the  Adjustment  Service  in  New  York 
City  which  put  on  a  one-year  demonstration  of  the  values  of  the  vocational   and  avocational  counseling 
of  some  12,000  unemployed  persons.     Then  came  the  Occupational   Research  Program  of  the  United  States 
Employment  Service  most  ably  directed  by  Drs.  W.  H.   Stead,  M.  R.  Trabue,  and  C.  L.   Shartle.  This 
enterprise  resulted   in  an  improved  public  employment  service  with  testing  and  counseling  services 


,VRepr i nted  from  the  Amer  i  can  Psychol og  i  st ,   1957.    12,   \3k-]kk,  by  permission  of  the  author  and 
publisher.     This  paper   is  based  on  the  Walter  Van  Dyke  Bingham  Memorial   Lecture  given  at  the  Ohio 
State  University  on  April   17,  1956. 
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available  in  the  principal   cities  of  the  United  States.     Improved  programs  for  the  vocational  counsel- 
ing of  the  physically  handicapped  in  various  states  of  the  union  as  well   as   intensive  vocational  coun- 
seling services  for  our  veterans  have  been  introduced  on  an  unprecedented  scale.     In  addition,  our 
more  progressive  business  and   industrial  organizations  have  organized  more  effective  employment  and 
personnel  departments  to  improve  the  selection  and  placement  of  men  and  women  in  jobs  for  which  they 
are  best  fitted. 

During  the  1 930 1 s  a  similar  attack  on  manpower  problems  was  being  made  in  education.     1  refer 
to  the  work  of  the  American  Council   on  Education  and   its  committees  on  student  personnel  work  and 
its  work  in  developing  the  cooperative  testing  program  now  taken  over  by  the  Educational  Testing 
Service  of  Princeton,  New  Jersey.     This  has   led  to  state-wide  testing  programs  at  the  secondary 
school    level,   the  introduction  of  student  counseling  programs   in  colleges  and  in  high  schools,  and 
the  attempt  of  secondary  schools  and  colleges  to  adjust  their  curricular  offerings  to  the  wide  range 
of   individual   differences   in  aptitudes,  abilities,  and   interests  found  in  any  representative  group 
of  youngsters  and  adults.     In  short,  all   possible  efforts  are  now  being  made  to  individualize  mass 
education  at  every  level  of  education. 

!  must  add  that  World  War  II   and  events  since  World  War  II  have  greatly  expanded  our  efforts  in 
all   these  directions.     And  this  has  been  accompanied  by  increased  recognition  of  the  need  for  improved 
professional   competence  of  all   those  who  are  responsible  for  aiding  each   individual   to  make  an  optimal 
educational   and  occupational   adjustment   in  our  increasingly  complex  world  of  work.     If  this  objective 
could  be  fully  attained,  the  proportion  of  our  population  which   is  properly  labeled  "occupat i ona 1 1 y 
maladjusted"  would  be  held  to  a  minimum. 

Time  precludes  discussion  of  the  multiplicity  of  causes  of  occupational  maladjustment.     I  would, 
however,   like  to  mention  widespread  discrimination   in  education  and  in  employment  of  members  of  mi- 
nority groups,  of  younger  workers  lacking  job  experience,  of  older  workers,  of  women,  and  of  the 
physically  handicapped.     In  addition,   there  is,    in  our  culture,   the  white  collar  complex,   the  "hitch- 
ing your  wagon  to  a  star"  idea,  and  the  "log  cabin  to  the  White  House"  tradition  which  leads  youth 
and  adults  alike  to  strive  for  the  highest  occupational    levels  regardless  of  whether  or  not  they 
possess  the  necessary  aptitudes,  abilities,  and   interests  needed  for  even  minimum  success  at  these 
levels.     William  Proctor  and  Helen  Ward  (5)  of  California,    in  the  early  1 9 20 1 s ,   showed  that  high 
school  youngsters  with   IQ.'s  below  100  overwhelmingly  chose  the  top  occupational    levels,  whereas  a 
follow-up  four  years  later  showed  most  of  them  to  be  in  the  unskilled  and  semiskilled  levels  of 
work.     Details  are  shown  in  Table  I.     There  is  no  reason  to  believe  that  youngsters  today  are  much 
more  realistic  or  rational    in  their  vocational   aspirations.     It  appears  that  four-fifths  of  our 
youth  aspire  to  high  level  jobs   in  which  only  one-fifth  of  our  labor  force  is  employed.  Further- 
more, this  same  type  of  wishful   thinking  characterizes  adult  workers  as  well. 

To  a  considerable  degree,   this  phenomenon  appears  to  be  due  to  false  job  values  permeating  our 
society.     I   refer  to  the  prestige  hierarchy  of  occupations  which  was  first  established  by  Counts  in 
1925   (1).     In  19^5,    in  discussing  this  problem  before  a  group  of  high  school  counselors,    I  presented 
the  data  by  Counts  and  was   immediately  assailed  because  they  were  certain  that  these  prestige  values 
had  been  destroyed  by  the  depression  of  the  1 930 '  s  ,  by  experiences  during  World  War   I  I  ,  by  the  growth 
of  courses   in  occupational    information,  and  by  the   introduction  of  educational   and  vocational  coun- 
seling services   in  the  high  schools.     This   led  us   (2)   to  duplicate  the  1925  study  in  19^6,  with  the 
results  shown  in  Table  II.     Surprisingly  enough,   the  results  remained  substantially  the  same  as 
shown  by  a  correlation  of  +-.97  between  the  1925  rank  order  and  the  1 9^6  rank  order.     If  we  really 
believed  in  the  essential  dignity  of  labor,  no  matter  how  menial,  and  that  the  welfare  of  our  society 
is  really  dependent  upon  the  contributions  of  workers   in  every  occupational   group,   the  prestige  hier- 
archy of  occupations  would  disappear  and  each  occupation  would  be  ranked  as  equal   to  every  other 
occupation.     Since  this   is  not  so,   the  vocational   counselor   is  confronted  by  tremendous  resistance 
to  wise  occupational  choices  by   innumerable  youngsters  and  adults  who  seek  jobs  with  high  prestige 
rather  than  jobs  for  which  they  are  best  fitted. 

Another  type  of  evidence  pointing  to  widespread  occupational   dissatisfaction   is  provided  by 
surveys  which  asked  the  adult  worker  this  question:     "If  you  could  go  back  to  the  age  of  eighteen 
and  start  life  over  again,  would  you  choose  a  different  career  or  occupation?"     Roper   (6)  made  this 
nationwide  survey  with  the  following  results:     (a)  k\  percent  of  the  total   sample  answered  "Yes," 
they  would  change;    (b)  a  slightly  larger  proportion  of  men  than  of  women  would  change;    (c)  a  slightly 
larger  proportion  of  older  workers  than  of  younger  workers  would  change;  and   (d)  a  much  larger  pro- 
portion of  factory  workers  than  of  professional  workers  would  change.     This  last  fact  points  to  an 
occupational  hierarchy  of  job  satisfaction  in  which  so-called  higher  level   jobs  have  the  largest 
proportion  of  satisfied  workers  with  a  constant    increase   in  the  proportion  of  dissatisfied  workers 
as  we  descend  to  the  semiskilled  and  unskilled  levels  of  work. 
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TABLE  I 


Occupational   Choices  of  Low  IQ.  (80-99) 
High  School   Pupi Is 


Occupational  Level 


Occupat  i  onal 
Cho  i  ce 


Occupation  Engaged 
in  Four  Years  Later 


1  Professional 

I  1  Bus  i  ness ,  Clerical 
Ml     Ski  1  led  Trades 

IV  Semiskilled 

V  Unskilled 


30% 

0% 

26% 

5% 

%% 

32% 

0% 

35% 

0% 

28% 

TABLE  fi 

Social  Status  Ranks  of  Twenty-Five  Occupations 
Obtained   in  1925  and   in  19% 


Rank  Rank  Rank  Rank 

Occupations  Order  Order  Occupations  Order  Order 

1925  19%  1925  19% 


Banker 

1 

2.5 

El ect r  i  c  i  an 

13 

1  1 

Phys  i  c  i  an 

2 

1 

1  nsu  ranee 

Sa 1 esman 

\k 

10 

Lawyer 

3 

2.5 

Ma  i 1  Carr  i  er 

15 

\h 

Supt.  of  Schools 

it 

k 

Carpenter 

16 

15 

Civil   Eng  i  neer 

5 

5 

So  1 d  i  er 

17 

19 

Army  Captain 

6 

6 

P 1  umber 

18 

17 

Fore  i  gn 

M  i  ss  i  onary 

7 

7 

Motorman 

19 

18 

El  em.  School 

Barber 

20 

20 

Teacher 

8 

8 

Truck  Driver 

21 

21 

Farmer 

9 

12 

Coal  Miner 

22 

21 

Mach  i  n  i  st 

iO 

9 

Jan  i  tor 

23 

23 

Travel i  ng 

Sal esman 

1 1 

16 

Hod  Carrier 

2k 

2h 

Grocer 

!  2 

13 

Ditch  Digger 

25 

25 

In  19%.  our  Research  Staff  at  Minnesota  working  on  problems  of  employment,  unemployment, 
and  relief  made  an  opinion  survey  of  selected  occupational   groups   in  St.  Paul  and,  among  others, 
used  this  same  question.     The  results  (h)  were  quite  similar  as  shown  in  Table  III.     Those  who 
answered  "Yes"  were  then  asked:    What  occupation  or  career  would  you  choose?    The  results,  as 
shown  in  Table  (V,  for  the  three  occupational  groups  having  the  largest  proportion  of  "Yes"  answers 
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indicated  a  striking  tendency  to  choose  the  higher  level   prestige  occupations.     This  suggests  that 
the  same  tendency  to  choose  high  level  occupations  as  was  revealed  by  Proctor  and  Ward  for  high  school 
youngsters   in  the  early  1920's   is  manifested  by  adult  workers   in  the  early  19^0's.     There  is  no  reason 
to  believe  that  the  facts  would  be  much  different  at  the  present  time. 

TABLE   I  I  I 

Dissatisfaction  with  Life  Work* 

Percent 

Occupational  Group  Desiring  Change 


Streetcar  Operators 

80 

C  i  ty  F  i  remen 

63 

Unemp 1 oyed 

61 

Rel ief  CI ients 

60 

Clerical  Workers 

kS 

Social  Workers 

26 

Emp 1 oyers 

19 

A! 1  Groups 

52 

Selected  Occupational  Groups,  St.  Paul,  Minnesota,  19^1. 
N  =  1 ,kOS. 

TABLE  IV 

Type  of  Work  Preferred  by  Those  Desiring 
Change  of  Li  fe  Work 


Percentage  Choosing  Type  of  Work 
Type  of  Work  Preferred   


Streetcar 

City 

Clerical 

Operators 

F  i  remen 

Workers 

N  =  162 

N  =  126 

N  =  102 

Professional   and  Executive 

3k 

hi 

82 

Clerical   and  Sales 

5 

5 

5 

Skilled  Trades 

22 

15 

0 

Semi  ski  1 1 ed 

0 

1 

0 

Unski 1  led 

0 

0 

0 

Serv  i  ce 

k 

8 

1 

Farm  Work 

9 

2 

1 

Don't  Know 

26 

22 

1 1 

Total 

100 

100 

100 
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Another   important  cause  of  occupational  maladjustment   is  due  to  the  failure  of  our  educational 
system  to  prepare  youngsters  adequately  and,  many  times,  even  minimally,   for  occupational  competi- 
tion upon  entering  the  labor  force.     AH   too  frequently  youngsters  are  kept   in  school  until   age  16, 
17,  or  18,  or  even  longer,  without  being  given  appropriate  vocational   training  needed  for  economic 
competition.     This  results   in  a  sort  of  wholesale  negative  vocational   guidance  program  whereby  young- 
sters drop  out  of  school   as  failures     in  our  characteristically  academic  types  of  education.  Many 
are  then  forced   into  the  labor  market  with  few  positive  assets  that  can  be  used  to  classify  them 
properly  for  available  jobs.     At  this  point,  business  and   industry  frequently  make  a  fatal  mistake 
in  classifying  such  youngsters  as  fitted  for  only  the  unskilled,  semiskilled,  or  other  types  of  work 
that  require  little  prejob  or  on-the-job  training.      If  this  be  in  error,   the  youngster  gets  trapped 
in  a  vicious  employment  circle.     He  acquires  job  experience  and  as  he  moves  from  employer  to  employer 
he  is  tagged  by  job  labels  that  merely  perpetuate  his  occupational  m i sc 1  ass i f i cat i on .     This   is  because 
of  the  widespread  practice  of  classifying  applicants  for  employment  primarily  on  the  basis  of  their 
work  h  i  stor  i  es . 

Clear-cut  evidence  on  this  point  was  obtained  by  our  St.  Paul   study   in  19^0-41  of  a  10  percent 
sample  of  applicants  for  employment   in  the  local   Public  Employment  Office   (10).     The  busy  employment 
interviewers,  at  that  time,  were  forced  to  classify  applicants  primarily  on  the  basis  of  work  his- 
tories and  a  brief   interview.     Our  research  staff,  on  the  contrary,  classified  these  same  applicants 
on  the  basis  of  complete  case  histories  that   included  extensive  interviewing  covering  the  entire 
life  history  of  the   individual  with  especial   emphasis  on  home  background,  education  and  training, 
detailed  work  histories,  claimed   interests,  attitudes,  and  motivations,  plus  the  administration  of 
general   and  special   aptitude  tests,   trade  tests,  achievement  tests,    interest  tests,  personality 
tests,  and  finally,  clearance  reports  from  previous  schools  attended,   from  previous  employers,  and 
from  social   service  agencies.     Our  research  staff  classifications  were  aimed  at  occupational  fields 
that  the  applicants  could  enter   immediately  or  that  the  applicants  could  probably  succeed   in  if  they 
secured  appropriate  pre-employment  or  on-the-job  training.     The  results  reflect  a  disturbing  lack  of 
agreement  between  the  two  sets  of  primary  job  classifications   (10,  p.   1^+0).     There   is  perfect  agree- 
ment for  only  100  of  the  233  male  applicants.     Thus,   there  was  agreement   in  only  k}  percent  of  the 
cases.     What   is  even  more  disturbing  is  the  extent  of  the  disagreements  among  the  other  57  percent 
of  the  app 1 i  cants . 

One  of  the  outstanding  findings   is  the  amount  of  m i sc 1  ass i f i cat i on  that  appears   in  the  case  of 
those  men  who  were  tagged  by  the  Public  Employment  Service  as  "semiskilled"  or  "unskilled."    A  total 
of  122  were  so  classified.     There  was  agreement  between  the  Employment  Service  Classification  and 
the  Research  Staff  Classification  in  only  35,  or  29  percent,  of  these  applicants.     And,  what   is  more 
important,  a  considerable  number  of  these  so-called  semiskilled  and  unskilled  applicants  could  func- 
tion in  the  labor  market  as  skilled  workers,    in  sales  work,    in  clerical   types  of  work,  and,    in  four 
instances,   the  appropriate  classification  would  have  placed  these  individuals  at  the  professional, 
semi  prof ess i ona 1  ,  or  managerial    levels  of  work. 

If  we  assume,   for  the  moment,   that  the  Research  Staff  classifications  are  correct  and  that  the 
Employment  Service  classifications  where  there  is  disagreement  are   incorrect,    it   is  obvious  that 
here   is  evidence  of  a  tremendous  waste  of  our  manpower  resources.     In  other  words,  our  traditional 
methods  fail   to  classify  men  properly  for  work  opportunities,  and  thus  there   is  a  violation  of  the 
concept  of  conservation  of  talent   in  our  society. 

The  skeptic,  however,  may  believe  that  the  Research  Staff  classifications  are  as   likely  to  be 
in  error  as  the  Employment  Service  classifications.     For  evidence  on  this  point,  we  can  point  to  the 
accuracy  of  our  Research  Staff  classifications  made  on  a  similar  basis   in  1932  as  revealed  by  a 
follow-up  study  of  the  occupation  engaged   in  ten  years  later   (10,  p.    1^7).     These  1 adults  were 
tested,  classified,  and  counseled   in  1932,  and  predictions  were  later  made  as  to  the  probable  type 
and  level  of  occupational  competition  to  be  expected   in  19^2.     There  was  perfect  agreement  in  77 
percent  of  the  cases,  underpred i ct i on   in  13  percent  and  overpred i ct i on  in  10  percent.     Analysis  of 
the  case  records   in  the  23  percent  of  disagreements   indicates  a  variety  of  factors  at  work,  the 
most   important  of  which  seemed  to  be  unusually  good  or  poor  motivation  or  personality  and  tempera- 
mental  d  i  f f  i  cu 1 t  i  es . 

To  go  back  to  the  m i sc i as s i f i cat i on  of  "unskilled"  workers,  perhaps  a  case  history  of  one  such 
individual  will   best  dramatize  what   is  involved. 

Fami ly  Background .     Mr.  Harolds  was  one  of  nine  ch i ldren  whose  father  was  a  ski  1  led 
worker  in  the  building  trades.     The  family  lived   in  several   small    towns,     Mr.  Harolds 
graduated  from  high  school    in  the  mid-thirties  at  age  19- 

Phys  i  cal  Handicap.     Mr.  Harolds  was  unable  to  enter  the  labor  market  for  three  years 
after  high  school   graduation  because  of  a  bone  condition  that  developed  following  surgery. 
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Rehabilitation  Serv  i  ce  Exper  i  ence  .     When  sufficiently  recovered,  Mr.  Harolds  was  put 
in  touch  with  the  State  Vocational   Rehabilitation  Service.     Because  he  was  a  high  school 
graduate,   this  Service  sent  him  to  a  business  college  to  take  a  ten-month  secretarial 
course.     But  Mr,  Harolds  could  not  become  interested   in  this  type  of  course  and  withdrew 
after  s  ix  months . 

Work  Experience,   1938-19^2.     Mr.  Harolds  entered  the  labor  market   in  1938  and  held  a 
number  of  seasonal  jobs.     These  included  working  as  a  house  painter,  farm  laborer,  survey- 
or's helper,  stock  boy  and  sales  worker  in  a  general   store,  and  window  washer.     He  was  not 
interested   in  any  of  these  jobs,  and  employer  reports  reflected  this  lack  of  interest. 
When  he  applied  for  work  in  the  St.  Paul  Public  Employment  Office  in  19^2,  he  was  classi- 
fied as  "Unskilled."    He  happened  to  turn  up  in  our  Employment  Research   Institute  10  percent 
sample  of  applicants. 

Research  Staff  Classification.     He  was  classified  as  fitted  for  potential  "professional 
levels  of  work."    This  classification  was  based  chiefly  on  the  test  scores  obtained  at  the 
time  and  also  on  his  earlier  test  and  scholastic  record  at  time  of  high  school  graduation. 

Test  Data.     1.     General  Ab  i 1  i  ty .     Mr.  Harolds  made  a  high  score  on  the  Pressey  Classi- 
fication Test--96th  percentile  on  adult  norms.     His  College  Ability  Test  percentile  rank 
at  time  of  high  school   graduation  was  92  and  his  High  School   Scholarship  Rank  was  at  the 
93rd  percentile  in  a  graduating  class  of  over  100. 

2.  Clerical  Abi 1  i  ty.     His  clerical   ability  was  poor.     He  was  at  the  10th  and  15th 
percentiles  on  the  two  parts  of  the  Minnesota  Clerical  Test  and   in  the  lowest  third  on 

the  USES  Worker  Analysis  Section  Test  of  Clerical  Ability.     Had  the  Rehabilitation  Service 
tested  this  man  seven  years  earlier,   they  probably  would  not  have  assigned  him  to  a  busi- 
ness college  secretarial  course. 

3.  Dexter  i  1 1 es  and  Mechan  i  cal  Abi 1 i  ty.     No  outstanding  scores  were  made  on  these 
tests. 

h.     Persona  1 i  ty  Tests .     Scores  on  the  Bell  Adjustment   Inventory  revealed  him  to  be 
"Very  retiring"  in  the  social   area  and  to  be  somewhat  disturbed  in  the  emotional  area. 
He  reported  to  the  vocational   counselor  that  he  was  discouraged,   that  he  felt  he  was  quite 
a  disappointment  to  his  parents  and  to  himself  because  he  had  been  out  of  high  school  so 
long  without  making  any  real  progress.     The  counselor  wrote:     "I  feel   that  if  he  can  make 
a  satisfactory  job  adjustment,  his  personality  difficulties  will   clear  up." 

5.     Interests .     There  were  no  crystallized  vocational    interest  patterns  on  Strong's 
Vocational    Interest  Blank  except  for  two  B       '  s   in  the  verba  1  - 1 i ngu i st i c  occupations 
(Lawyer  and  Author-Journalist). 

Counselor's  Judgment.  In  view  of  all  ascertained  facts  concertiing  Mr.  Harold's 
family  background,  failure  in  clerical  training,  and  poor  work  history,  but  with  his 
superior  high  school  record,  and  superior  college  ability  test  scores,  the  counselor 
urged  him  to  enter  college  and  attempt  to  prepare  himself  for  a  professional  career. 
The  problem  was  primarily  one  of  motivating  him  to  attempt  college  work  even  though 
he  would  have  to  be  entirely  self-supporting.  After  many  counseling  sessions,  Mr. 
Harolds  decided  to  carry  out  this  plan. 

Subsequent  Th  i  rteen-Year  H  i  s  tory .     Mr.  Harolds  entered  the  University  of  Minnesota  in 
September ,   19^2,  and  graduated   in  June,   19^+6,   receiving  the  BA  degree  magna  cum  laude, 
together  with  membership   in  Phi   Beta  Kappa.     He  majored   in  one  of  the  social   sciences.  He 
then  earned  his  MA  in  19^8  and  his  Ph.D.    in  1950   in  the  same  social   science.     Since  then 
he  has  made  steady  progress   in  the  academic  world  beginning  as  an  Assistant  Professor  in 
a  midwestern  state  university. 

Our  latest  report,  in  December,  1955,  indicates  continued  success  and  satisfaction  with  his  pro- 
fessional attainments. 

Impl i  cat  i  ons .     Time  does  not  permit  adequate  discussion  of  the  implications  of  the  case  of  Mr. 
Harolds.     The  following,  however,  appear  to  be  worthy  of  emphasis. 

1.     In  the  mid-thirties,  there  was  no  adequate  program  of  educational   and  vocational  counseling 

in  the  high  school  attended  by  Mr.  Harolds.     No  one  apparently  recognized  the  high  potential  of  this 

youngster,  at  least  to  the  extent  of  counseling  him  to  prepare  for  a  professional    type  of  work  by 
going  to  col  lege. 
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2.  In  the  mid-thirties,   rehabilitation  work  for  the  physically  handicapped  was  presc i ent i f i c 
in  the  sense  that  Mr.  Harolds  was  forced   into  a  ten-month  secretarial   training  program  without  its 
being  realized  that  he  lacked  clerical   aptitude  and  measured  clerical    interests.     This  action  was 
taken   in  spite  of  his  own  expressed  distaste  for  clerical  work.     The  decision  seemed  to  have  been 
based  primarily  on  the  fact  that  this  person  was  a  high  school   graduate  and  could  be  prepared  for 
job  competition  in  a  relatively  inexpensive  ten-month  secretarial   training  program  which  would  also 
be  compatible  with  his  physical   handicap.     This  action  proved  to  be  wasteful  of  taxpayers'  funds 
and  only  served  to  embark  Mr.  Harolds  on  a  program  of  job  failure.     This   is  a  case  of  "penny-wise 
and  pound-foolish." 

3.  The  Public  Employment  Service  in  19^2  mi scl ass i f ied  Mr.  Harolds  as  an  "unskilled  laborer" 
primarily  on  the  basis  of  his  "Job-hopping"  work  history  for  a  period  of  some  four  years. 

k.     The  Employment  Research  Staff,  because  of   its  comprehensive  testing  and  interviewing  pro- 
gram plus   its  consulting  of  school   records  and  of  all   previous  employers,  was  able  to  recognize  this 
man's  potential  assets  and  to  take  the  necessary  steps  to  translate  a  record  of  job  marginal ity  and 
job  failure  into  a  record  of  outstanding  achievement  at  the  Ph.D.    level  of  professional  training. 
Here  is  a  concrete  example  of  the  kind  of  vocational   counseling  needed  to  conserve  human  talent  in 
our  society. 

I  would  now  like  to  present  another  case  history  because  it  dramatizes  and  points  up  earlier 
failures  of  our  society  in  a  number  of  important  respects.  This  is  the  story  of  Mr.  Edwards,  who 
was  born  before  1890. 

Fami ly  Background.     His  mother  died  when  he  was  an  infant.     His  father  died  when  he 
was  nine  years  old.     He  then  lived  with  relatives   in  New  York  City  until  age  thirteen  when 
he  left  home. 

School i  ng .     He  left  school   at  age  12  with  a  fourth-grade  education  and  went  to  work. 
This  was  at  the  turn  of  the  century  when  compulsory  schooling  laws  were  not  rigidly  enforced 
and  when  child  labor  legislation  was  almost  unheard  of. 

Work  Exper  i  ence ,   1 900~ 1913-     (0  Unskilled  worker  in  wallpaper  factory,  four  months; 
(2)  Steam  fitter's  helper,  plumber's  helper,  printer's  helper,  about  one  year;    (3)  Operator 
of  drill   press  and  punch  press   (learned  work),  about  eight  months   in  shop  work;   (k)  Hand- 
bill  distributor,  house-to-house,  four  months;    (5)  Janitor  in  an   institution,   six  months; 
(6)  Tinsmith's  helper,   four  months;    (7)   Itinerant  worker  in  hotels  around  the  country, 
bellhop,  houseman,  porter,  six  years;    (8)  Farm  laborer   in  different  parts  of  country,  three 
years;  and   (9)  Railroad  car  repairman's  helper  and  bridge  repairman's  helper,  six  months. 

Accident   in  1913-     While  riding  the  rods  on  a  freight  train   in  1913,  he  fell  under 
the  wheels,  and  both  legs  were  amputated  Just  below  the  knees.     He  was  fitted  with  arti- 
ficial   limbs  but  never  learned  to  use  them.     Upon  recovery  from  amputation  he  was  advised 
by  the  phys i c i an- i n-charge  to  go  into  the  field  of  selling  on  street  corners.     This  voca- 
tional advice  reflects  19'3  attitudes  toward  crippled  persons.     The  view  was  that  industry 
could  not  use  such  people  and  that  they  could  "earn  a  living"  only  by  publicly  displaying 
the  i  r  hand  i  cap . 

Work  Experience,   191 3-19^3-     Sold  newspapers,  miniature  Bibles,  shoelaces,  and  lead 
pencils  on  street  corners  and  was  on  and  off  of  private  relief  and  of  public  relief  for 
a  period  of  thirty  years. 

Vocational  Guidance  Service.     Mr.   Edwards  came  to  the  vocational   guidance  service  of 
a  city  department  of  public  relief   in  19^3  at  the  age  of  55.     The  counselor's  Judgment 
was  that  this  man  had  never  made  a  satisfactory  vocational   adjustment  from  1 900  to  1913 
nor  from  1913  to  19^3.     The  chief  causes  seemed  to  be:     broken  home,  poor  family  back- 
ground,  limited  schooling,    inadequate  training  for  the  labor  market,  and  entering  labor 
market  in  the  days  when  child  labor  was  tolerated.     Following  his  accident  and  the  ampu- 
tations,  there  were  no  adequate  physical  or  vocational   rehabilitation  services  available, 
and  social   services  were  also  inadequate.     This  picture  began  to  change,  however,  toward 
the  end  of  the  depression  years.     Thus,   from  19^1   to  19^3,   this  man,  who  had  married 
shortly  after  his  accident  and  was  blessed  with  two  children,  was  aided  by  the  "Lone 
Craftsman"  organization  to  learn  to  mix  paints  and  to  paint  plates  at  home,  where  it  was 
necessary  for  him  to  stay  most  of  the  time  because  his  wife  had  become  bedridden  with  a 
chronic  affliction.     He  kept  house  and  took  care  of  his  wife,  getting  around  with  or 
without  crutches. 
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Vocational  Counse 1  or ' s  Judgment  at  F  i  rst   I nterv  i  ew.     Mr.   Edwards  claimed  he  was  in 
good  physical  condition  with  no  complaints.     He  was  quite  a  reader  of  newspapers  and  maga- 
zines and  had  followed  the  events  of  World  War   II  with  keen  interest.     The  counselor 
reported  that  Mr.  Edwards  was  clean  of  person,  pleasant,  cooperative,  and  extremely 
interested   in  the  possibilities  of  work  or  of  placement  training.     He  claimed  to  have 
interests   in  art  work,  believed  he  could  learn  lettering  and  become  a  sign  painter,  or 
that  he  could  learn  machine-shop  work,  or  that  he  would  like  to  prepare  for  personnel 
work.     The  man  appeared  to  have  the  following  vocational    liabilities:     advanced  age, 
crippled  condition,   limited  schooling,  poor  work  history,   long  record  of  dependency, 
and  a  difficult  home  situation.     There  appeared  to  be  few,    if  any,  vocational  assets 
except  his  eagerness  to  become  self-supporting. 

Test  Resul  ts . 

1.  Mr.   Edwards  made  surprisingly  high  "general    intelligence"  test  scores.     In  spite 
of  the  fact  that  his  formal   schooling  was  limited  to  the  fourth  grade  which  he  completed 

at  age  twelve,  his  intelligence  test  scores  were  equal  to  that  of  the  top  quarter  of  Minne- 
sota adults.     This  would  be  equivalent  to  three  or  four  years  of  high  school  work. 

2.  High  scores  on  the  four  Minnesota  Spatial  Relations  Form  Boards  and  the  Minnesota 
Paper  Form  Board  suggested  mechanical   aptitude  of  a  high  order.     He  ranked  at  the  83rd 
percentile  and  85th  percentile  points  of  Minnesota  adults  on  these  two  tests. 

3.  Surprisingly  good  scores  were  made  on  the  Bell  Adjustment   Inventory.     These  prob- 
ably reflect  an  eagerness  to  put  his  best  foot  forward   in  order  to  facilitate  his  job- 
planning  and  job-getting  ambitions. 

h.     On  the  Kuder  Preference  Record  his  peak  scores  were  70th  percentile  in  Mechanical, 
90th  percentile  in  Artistic,  70th  percentile  in  Social   Service,  and  6*+th  percentile  in 
Clerical.     He  was,  however,  at  the  12th  percentile  in  Persuasive  which  corresponds  with 
his  "Ret  i  r  i  ng"  score  on  the  Bell.     Both  of  these  low  scores  are  incompatible  with  the 
sales  work  he  had  attempted  from  1913  to  19^+3. 

Vocational   Plans.     He  was  enthusiastic  about  entering  a  defense  plant  machine-shop 
on-the-job  training  program  where  he  would  be  required  to  work  ten  hours  a  day.     He  was 
placed  in  such  a  plant   in  June,   19^+3-     The  employer  had  already  learned  that  physically 
handicapped  persons  with  better  than  average  mechanical   ability  could  quickly  learn  to 
become  good  production  workers. 

Follow-u£.     Two  weeks  after  placement,  he  reported  he  was  having  difficulty  reading 
micrometers  because  his  glasses  were  so  scratched  and   in  such  poor  repair.     An  eye  exami- 
nation and  new  glasses  removed  this  difficulty. 

Two  months  later,  he  reported  he  was  working  60  hours  a  week  and  enjoying  the  work. 
His  employer  also  reported  that  he  was  making  an  excellent  job  adjustment. 

In  November,  he  reported  he  was  still  working  60  hours  a  week,  was  well  satisfied 
with  his  job  but  that  he  became  exhausted  before  the  end  of  the  shift.     He  was  fearful 
that  he  would  not  be  able  to  keep  up  to  the  qual i ty-of-work  standards.     He  believed  a 
reduction  in  hours  per  day  would  be  helpful   and  was  advised  to  consult  his  employer. 

In  the  middle  of  December,  he  discussed  his  home  situation  and  what  could  be  done 
medically  for  his  wife.     Social   Services  aided  at  this  point. 

In  \3k6,  three  years  after  reporting  to  the  Vocational   Guidance  Service,  he  came  in 
voluntarily  to  report  on  his  war  and  postwar  work  experiences.     The  record  is  as  follows: 
(I)  He  spent  one  year  in  the  defense  plant  which  then  laid  off  most  of  the  workers  because 
of  defense  cutbacks;   (2)  he  then  spent  four  months  at  another  company  but  was  laid  off 
because  of  reduction  in  force;    (3)  he  spent  one  year   in  another  company  but  was  laid  off 
because  of  shortage  of  materials;   (k)  he  next  spent  four  months  at  another  company  but  was 
laid  off  because  of  shortage  of  materials;  and,   finally,    (5)  he  was  rehired  for  the  same 
job  by  the  same  company  but  was  laid  off  after  one  month  because  of  shortage  of  materials. 

At  this  time,   follow-up  reports  from  his  several   employers   indicated  that  he  had 
established  a  good  work  history  and  a  good  reputation  as  a  competent  worker  on  each  job 
he  held  from  19^3  through  March,   19^+6.     Furthermore,  he  had  become  a  self-respecting, 
taxpaying  citizen  and  at  no  time  was   in  need  of  private  or  public  relief.     But  disaster 
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struck  when  he  lost  all   of  his  possessions   in  a  fire  and,  with  unemployment  compensation 
benefits  terminated,    it  was  necessary  for  Mr.   Edwards  to  go  on  relief  again.     He  is  now 
receiving  his  old  age  pension  and  social   security  benefits  and  has  remained  out  of  the 
job  market  since  March,  19^6. 

Imp  1 i  cat  i  ons .     The  case  of  Mr.   Edwards   illustrates  a  general   failure  of  our  society,    in  the 
past,   to  recognize  and  to  utilize  "better  than  average  scholastic  and  mechanical   aptitude"  from  the 
time  he  left  school   at  the  turn  of  the  century  to  the  time  of  a  national   emergency.     It  also  illu- 
strates that  an  occupat i ona 1 1 y  maladjusted  person,  even  though  handicapped  educationally,  physically, 
occupat i ona 1 1 y ,  and  by  age  for  job  competition,  can,   through  appropriate  vocational   testing  and  vo- 
cational  counseling,  become  a  productive  and  self-respecting  worker.     Had  adequate  educational, 
guidance,  and  social   service  facilities  been  available  when  this  man  was  a  youngster  it  is  probable 
that  he  might  have  made  a  far  greater  contribution  to  society  throughout  his   life.     Here,  again,  is 
a  concrete  example  of  what  we  mean  when  we  stress  the  importance  of  the  conservation  and  optimum 
utilization  of  our  human  resources.     Manpower  shortages  are  centering  attention  on  this  problem  area 
with  the  result  that  we  are  making  real   headway   in  utilizing  hitherto  neglected  sources  of  manpower.' 

At  the  present  time  there   is  widespread  concern  that  a  considerable  proportion  of  our  abler  high 
school  graduates  do  not  go  on  to  college.     The  provision  of  vastly  increased  funds  for  scholarships 
will   help,  but  the  problem  is  not  due  solely  to  lack  of  finances.     There   is  a  serious  motivation  prob- 
lem,  too,   that  needs  attention.     Early  identification  of  the  gifted  and   intensification  of  our  educa- 
tional  and  counseling  efforts  with  such  youngsters,   together  with  the  extension  of  our  counseling 
programs  to  include  the  parents  of  the  gifted,  will   be  needed  to  cope  with  this  problem  of  under- 
ut  i 1 i  zat  i  on . 

The  current  shortage  of  engineers  and  scientists   is  receiving  nationwide  attention  at  the 
present  time.     Positive  programs  to  interest  more  youngsters   in  these  fields  by  improving  instruction 
in  mathematics  and  science   in  our  high  schools  and  by  investing  vast  sums  of  money  in  museums  of 
science  and   industry  in  our  larger  centers  of  population  are  needed  and  will   undoubtedly  be  effective. 
But  those  responsible  for  these  programs  must  not   impose  them  upon  youngsters  who  are  lacking  in  mathe- 
matical  aptitude  or  who  have  no  genuine   interests   in  science  or  engineering.     It  might  also  be  well 
to  point  out  that  engineering  colleges  and   industry  must  accept  the  challenge  of  optimally  utilizing 
the  scientists  and  engineers  who  are  now  in  and  will   continue  to  enter  the  labor  market.     Perhaps  we 
need  to  develop  educational   programs  that  will    train   increased  numbers  of  draftsmen  and  scientific 
aids  who  can  release  many  engineers  and  scientists  from  wasting  their  talents  on  routine  tasks.  It 
is  with  a  view  to  facilitating  this  kind  of  attack  that  the  University  of  Minnesota   Industrial  Rela- 
tions Center  has  undertaken  to  develop  specialized  functional   engineering  vocational    interest  scales 
for  Strong's  Vocational    Interest  Blank.     Dr.  Wilbur  Layton  of  our  Student  Counseling  Bureau  has  con- 
structed an  effective  aptitude  test  for  freshman  engineers.     In  addition,  Dr.  Marvin  Dunnette  has 
developed  the  Minnesota  Engineering  Analogies  Test   (3)   to  aid   in  the  selection  and  differential 
placement  of  engineering  graduates.     In  brief,  we  would  emphasize  the  importance  of  providing  for 
and   improving  the  vocational   counseling  of  prospective  engineers  and  scientists   in  high  schools, 
colleges,  engineering  schools,  graduate  schools,  and   in   industry.     If  these  provisions  are  not  made 
all   along  the  line,    it   is   likely  that  frantic  efforts  being  made  to  remedy  current  shortages  will 
involve  a  tragic  maladjustment  of  many  individuals  who  should  have  been  oriented  toward  other 
occupational   goals  and  objectives. 

Other  neglected  sources  of  manpower  have  already  been  touched  upon,  such  as  those  who  are  occupa- 
tionally  m i sc 1  ass i f i ed   in  the  labor  market.     Hope  for  prevention  of  such  occupational  mi sc 1  ass i f i cat i on 
lies   in  the  direction  of   improved  counseling  services   in  the  schools,  gearing  the  vocational  portions 
of  our  educational   programs  to  the  real   needs  of  business  and   industry,  expanding  the  testing  and 
counseling  work  in  the  local  offices  of  our  public  employment  service,  and  the  adoption  of  a  differ- 
ential  placement  point  of  view  in  personnel   departments   in  business  and   industry.     I  would  like  to 
emphasize  this   last  point.     The  widespread  practice  of  having  separate  employment  departments   in  a 
given  company  for  the  hiring  of  factory  workers,  of  clerical  workers,   and  of  salesmen  is  based  on  the 
false  assumption  that  applicants  for  work  can  and  do  correctly  classify  themselves.     Many  applicants, 
however,  are  unaware  of  their  own  potentialities  and  accept  whatever  occupational  classification  may 
have  been  imposed  upon  them  by  their  work  histories  and  their  prior  experiences   in  the  labor  market. 
This  merely  perpetuates  whatever  occupational  m i sc 1  ass i f i cat i ons  have  occurred.     To  overcome  these 
serious  errors,   the  personnel   department  of  each  company  should  supervise  the  hiring  for  all  segments 
of  the  business  and  should  assume  responsibility  for  properly  classifying  all   applicants  for  employ- 
ment with  that  company.     This  vocational   guidance  point  of  view  has  only  recently  been  hinted  at  in 
Tiffin's   Industrial   Psychology   (8)  and   in  Robert  Thorndike's  book  on  Personnel   Sel ect  i  on   (7).  And, 


An  excellent  survey  of  the  current  situation  has  recently  been  reported  by  Dael  Wolfle  in 
Amer  i ca ' s  Resources  of  Spec  i  al  i  zed  Ta 1 ent ,  Harper  and  Brothers,  195^. 
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now,  what   I  call   "the  Minnesota  point  of  view"  toward  personnel  work  in  business  and   industry  is  set 
forth  in  elaborate  detail    in  the  recent  book  by  Drs.  C.  Harold  Stone  and  William  Kendall  entitled 
Effect  i  ve  Personnel   Sel ect  i  on  Procedures  (9). 

Another  neglected  source  of  manpower  has  already  been  hinted  at  earlier.     I   refer  to  the  under- 
utilization  of  the  physically  handicapped.    Systematic  efforts  to  aid   in  the  rehabilitation  of  the 
physically  handicapped  veteran  and  nonveteran  go  back  to  the  early  1920's.     The  aim  was  worthy,  but 
the  means  available  were  inadequate.     It   is  a  fact  that  rehabilitation  workers,   then,  were  almost 
wholly  untrained.     The  procedure  consisted  primarily  of  asking  the  physically  handicapped  person 
what  training  he  desired  and  then  promptly  providing  it.     If  and  when  failure  to  profit  from  train- 
ing ensued,   the  physically  handicapped  person  was  transferred  to  some  other  training  course  or  school 
without   inquiry  as  to  whether  or  not   it,  too,  was   inappropriate.     This  process  continued  during  the 
1920's  and  1930's  with  an  appalling  waste  of  time  and  money,  and  was  accompanied  by  frustrated  am- 
bitions on  the  part  of  the  handicapped  persons  and  the  rehabilitation  workers  as  well.     During  the 
mid-thirties  a  radical   shift  was  made  in  Minnesota  when  vocational   psychologist  Donald  Dabelstein 
was  put   in  charge  of  the  state  program.     At  about  the  same  time,  a  demonstration  of  vocational  coun- 
seling procedures  was   introduced   into  the  Minneapolis  VA  Hospital.     This  was  followed  by  the  develop- 
ment of  VA  Guidance  Centers  during  World  War  II  and  the  development  of  Vocational   Counseling  Services 
in  VA  hospitals.     But  this  tremendous  expansion  of  vocational  counseling  services  fell   far  short  of 
the  type  and  quality  of  services  needed  because  of  the  lack  of  properly  trained  and  qualified  voca- 
tional counseling  psychologists.     This  lack  is  now  being  remedied  by  the  Ph.D.  vocational  counselor 
training  program  inaugurated  by  the  VA  in  1952  and  by  the  Federal   sponsorship  of  a  similar  MA  train- 
ing program  for  vocational  counselors  of  the  physically  handicapped  at  the  state  level  which  was 
begun  in  1955.     The  net  results  of  these  two  training  programs  will   be  to  increase  rapidly  the 
numbers  of  well-trained  vocational   counselors  of  the  physically  handicapped.     And   I  am  proud  to 
announce  that  another  Minnesota  trained  Ph.D.  who  has  specialized   in  this  area  of  work  is  author  of 
a  textbook  on  this  subject.     The  author   is  Lloyd  H.   Lofquist,  and  the  title  of  his  book  is  Vocat  i  ona 1 
Counse 1 i  ng  wi  th  the  Phys  i  ca 1 1 y  Hand  i  capped  ,  publ ished   in  the  Century  Psychology  Series. 

May  I  add  just  a  word  of  warning  about  the  responsibilities  of  those  who  benefit  from  these 
improved  training  programs   in  our  graduate  schools?     It  would  be  a  calamity  if  these  newly  trained 
vocational  counselors  should  become  so  engrossed  in  theories  about  personality  development  and  the 
counseling  process   itself  that  they  fail   to  aid  the  counselee  in  formulating  practical  plans  that 
really  lead  to  jobs  and  good  job  adjustments. 

In  the  meantime,  education  of  employers  and  of  their  personnel   directors  has  been  intensified 
to  the  point  where  resistance  to  the  hiring  of  properly  qualified,  physically  handicapped  persons 
has  been  steadily  reduced.     There  is  every  reason  for  optimism  today  over  the  prospects  for  a  vast 
improvement   in  our  utilization  of  the  physically  handicapped.     Here,  again,    is  an  area  in  which  the 
idea  of  maximum  conservation  of  human  talent   is  on  the  threshold  of  realization. 

Another  neglected  source  of  manpower  lies   in  our  failure  to  utilize  the  ever   increasing  number 
and  proportion  of  older  persons   in  our  society.     Private  pension  plans  force  compulsory  retirement 
of  thousands  who  are  able  and  willing  to  continue  at  productive  work.     These  same  plans,  plus  un- 
favorable attitudes  toward  the  productivity  of  older  persons,  tend  to  set  arbitrary  hiring-age  limits 
at  about  kO  or  k5 .     Thanks  to  Dr.   Lillien  J.  Martin,  Dr.  Walter  R.  Miles,   Dr.   Sidney  L.  Pressey,  Dr. 
Irving  Lorge,  and  others,  the  facts  are  now  rapidly  accumulating  to  show  that  age  alone  is  a  poor 
index  of  competence.     Our  own   Industrial   Relations  Center  has  also  conducted  research  on  this  problem 
and,  more  recently,  has  cooperated  with  the  Public  Employment  Service  in  attempting,  through  research, 
to  measure  the  magnitude  of  the  problem  and  to  study  ways  and  means  of  coping  with   it.     It  is  our  hope 
that  adequate  age  norms  can  be  set  up  for  the  better  aptitude  tests  now  available.     We  also  urgently 
need  to  conduct  controlled  experiments  on  the  efficacy  of  the  vocational  counseling  and  differential 
placement  of  older  persons   in  business  and   industry.     Here  is  a  major  challenge  that  must  be  attacked 
and  solved  if  we  are  to  maximize  the  conservation  of  human  talent  among  our  senior  citizens. 

One  final   neglected  source  of  manpower  comprises  minority  groups.     Because  of  widespread  dis- 
crimination in  employment,  many  members  of  many  minority  groups  are  never  permitted  to  realize  their 
full  employment  potential.     Since  vocational   psychology  must  adhere  to  the  principle  of  employment 
on  the  basis  of  merit,  the  vocational  counselor   is  necessarily  thrust   into  the  midst  of  controversy. 
He  will,   therefore,  welcome  FEPC  laws  on  the  national,  state,  and  local    level.     At  the  present  writing 
such  laws  seem  to  be  spreading  at  the  state  and  local    level.     In  Minnesota,  our  first  FEPC  law  came 
in  Minneapolis  on  January  1,   1 9^+7 ,  and  finally  after  five  biennial   sessions  of  the  legislature  it 
became  state  law  in  1955.     And  other  cities   in  our  state  have  also  adopted  local  ordinances  setting 
up  Fair  Employment  Practices  Commissions.     At  the  present  time,  state  FEPC  laws  have  been  adopted  in 
thirteen  states,  and  local  FEPC  ordinances  have  been  adopted  in  eleven  communities.     In  addition,  an 
increasing  number  of  state  and  local  Councils  on  Human  Rights  and  Councils  on  Human  Relations  are 
paving  the  way  for  more  FEPC  legislation  to  come. 
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The  breaking  down  of  discrimination  barriers  not  only  serves  to  open  up  employment  opportunities 
to  qualified  applicants  regardless  of  race  or  creed,  but  it  also  tends  to  force  employers  to  adopt 
more  objective  and  scientific  employment  procedures.     Employers  must  do  so  In  order  to  protect  them- 
selves against  unfounded  charges  of  discrimination.     This  fact  has  accelerated  the  demand  by  employers 
for  professionally  trained  personnel  workers  and  personnel  psychologists  to  install  obj ect i ve  methods 
of  hiring  qualified  applicants  regardless  of  creed  or  color. 

FEPC  laws,  however,  are  not  self-enforcing.     Their  effectiveness,  obviously,  depends  upon  public 
opinion.     For  this  reason,  the  vocational  psychologist  must  aid  citizens  and  citizen  groups  who  are 
engaged  in  the  struggle  to  open  up  and  to  maintain  nondiscriminatory  employment  opportunities  for 
everyone  in  our  democratic  society.     Of  course,  this  also  means  that  our  educational  and  training 
opportunities  must  likewise  be  provided  on  a  nondiscriminatory  basis  in  order  that  the  potential 
abilities  of  every  person  may  be  identified  and  developed  to  the  highest  possible  degree.  Until 
this  total  program  is  fully  realized  in  the  East,  the  West,  the  North,  and  the  South,  we  shall 
perpetuate  the  present  inexcusable  waste  of  precious  human  resources. 

I  have  attempted  to  present  some  of  the  challenging  problems  Involved  in  the  conservation  of 
human  talent.     In  doing  so,   I  have  stressed  the  importance  of  vocational  psychology  with  emphasis 
on  the  role  of  educational   and  vocational  counseling  in  reducing  and  preventing  occupational  mal- 
adjustment in  our  society.     Although  we  have  made  substantial  progress  in  this  regard,  we  are  now 
only  on  the  threshold  of  achieving  some  of  the  goals  set  forth  so  ably  by  the  pioneers  in  this 
field.     I   refer,  of  course,  to  the  work  of  Muensterberg ,  Thorndike,  Yerkes,  Terman ,   Scott,  Holling- 
worth,  Pof fenberger ,  Bingham,  Strong,  Thurstone,  Viteles,  Burtt,  and  Toops.     Fortunately,  a  growing 
number  of  our  younger  psychologists  have  seen  the  same  vision  and  will  carry  on  with  even  greater 
vigor  and  competence. 
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OPERATIONAL  PRINCIPLES  FOR  COUNSELING  THE  DISABLED 


Will i  am  E.  Block 


Counseling   in  Rehabilitation 

A  new  vista  lies  unfolded  before  counseling  psychology  by  virtue  of   its   introduction  into  the 
total   rehabilitation  program.'     Recent  as  this  development   is,    it  nevertheless  foreshadows  a  philo- 
sophical  reorientation  on  the  part  of  the  counseling  psychologist  because  of  the  new  milieu   in  which 
he  must  now  f unct i on--the  hospital  or  rehabilitation  center,   the  new  type  of  counselee  he  must  deal 
with--the  patient,  and  the  new  services  he  must  render--d i agnos i s  and  therapy.     Heretofore,  the 
natural  habitat  of  genus  Counseling  Psychologist  has  been  industry,   the  school,  the  university  guid- 
ance center  and  other  community  agencies,  counseling  "...those  whose  anxieties  are  interfering  and 
disruptive  but  not  disabling"   (10).     Rehabilitation  may  be  expected  to  have  far-reaching  effects  on 
the  function  of  the  counseling  psychologist  as  traditionally  conceived,  adding  fuel   to  the  smolder- 
ing clinical-counseling  conflagration  (10). 

The  purpose  of  this  paper,   therefore,    is   (a)  to  outline  the  rudiments  of  a  new  operational 
approach  or  philosophic  framework  for  guiding  the  psychologist   in  a  medical   setting,    (b)   to  present 
some  of  the  cogent  reasons  for  such  a  revaluation,  and   (c)  to  discuss  some  theoretical   and  practical 
implications  of  these  new  principles. 

These  new  operating  principles  are  the  outgrowth  of  certain  empirical   findings  on  counseling  in 
rehabilitation.     The  principles  may  be  subsumed  under  three  headings:     somatopsychological  effects,^ 
the  depth-process   in  counseling,   and  the  holistic  approach  in  rehabilitation.     Each  aspect  will  be 
briefly  outlined  to  illustrate  the  principle   involved,  and   is  followed  by  supporting  empirical  data. 


Principle   I:  Somatopsychological 
Effects  of  Di  sabi 1 i  ty 


This  principle  recognizes  that  often  the  most  pressing  problems  of  the  patient  arise  not  from 
the  disability  itself,  but  from  its  psychological   and  soc i a  1 -psycho  1 og i ca 1   ramifications.     These  so- 
called  somatopsychol og  i  cal   effects  of  disability  are  crucial   to  the  motivation  of  the  patient  and 
his  response  to  rehabilitation  measures.     Psychological   problems  are  often  interwoven  with  manifest 
vocational  problems  to  the  extent  that  they  often  outweigh  these  and  the  disability  itself   in  reha- 
bilitation of  the  patient. 

Evidence  in  support  of  the  first  principle  arises  from  the  reciprocal  interplay  of  the  follow- 
ing: intrapsychic  reaction  to  disability  or  illness,  the  patient's  perception  of  the  social  milieu 
of  the  hospital,  and  his  experience  in  the  rehabilitation  process.  Phenomenol og i cal  considerations 
enter  into  each  of  these  aspects  of  the  patient's  total  situation. 

Considering  intrapsychic  reactions  first,    it   is  fairly  well  established  that  physical  illness 
and  disability  are  often  emotionally  handicapping  too,  and  that  adjustment  problems  range  the  gamut 
from  mild  to  severe  psychopatho 1 ogy   (1,3,  8,  9).     Moreover,   the   incidence  of  maladjustment  exceeds 
that  of  the  physically  normal  population   (1).     Whether  the  presence  of  a  disability  is  tantamount 
to  maladjustment   is  a  function  of  the  patient's  premorbid  personality.     The  patient   is  faced  with 
the  problem  of   integrating  within  his  existing  personality  structure  distortions  that  may  occur  in 
body-image,  the  socially  devaluating  effects  of  disability,  changes   in  sel f -concept ,  and  myriad 
other  ramifications  of  the  disability.     In  striving  for  psychol og  i  ca 1   homeostas  i  s  or  safeguarding 
the  phenomenal   self,  the  patient's  ego  defenses  against  anxiety  are  brought   into  play.     If  the 
patient's  premorbid  ego  is  strong,  changes  wrought   in  personality,    if  any,  are  al 1  op  1 ast  i  c  and 
adaptive  in  nature;   if  the  ego  is  weak,  defenses  become  autopl ast  i  c  and  self-defeating. 


Reprinted  from  the  Journal  of  Counse 1 i  ng  Psychology ,   1955,   2,   256-263,  with  the  permission  of 
the  author  and  publisher. 

'Defined  as  "the  restoration  of  the  handicapped  to  the  fullest  phys i ca  I,  menta 1  ,  social,  voca- 
tional and  economic  usefulness  of  which  they  are  capable"  (12). 

^he  term  somatopsychol og  i  cal  refers  to  the  relationship  between  physique  and  behavior,  in  which 
physique  denotes  any  structural  or  functional   aspect  of  the  organism  (1). 


97 


Body-image  changes  accompanying   illness  and  disability  can  seriously   influence  the  patient's 
adjustment.     For  one's  concept  of  self   is  made  up   in  part  of  the  concept  of  the  physical   self  trans- 
formed  into  a  mental    representation  or  body-image.     Normally  there  is  no  discrepancy  between  body- 
structure  and  body-image.     However,   this  equilibrium  can  be  upset  by  neural    lesions  and  somatic 
disturbances   (14).     The  subsequent  thwarting  of  social,   vocational,   and  sexual   goals  appropriate  to 
the  normal   body-image   is  conducive  to  maladjustment.     This   is  more   likely  to  be  the  case  the  greater 
the  tenacity  of  the  patient   in  clinging  to  body-image  concepts  no  longer  appropriate  to  the  distorted 
body-structure,  or   if  autistic  or  delusional   processes  operate  to  deny  the  presence,  severity,  or 
permanence  of  a  disability. 3     Under  the  emotional   stress  of   illness  or  disability,  premorbid  person- 
ality traits  may  take  on  defensive  aspects;   thus,    the  dependent  patient   too  readily  embraces  the 
security  of   illness,  while  the  se 1 f -agg rand i z i ng  person  will   manipulate  his    illness  for  secondary 
ga  i  ns  . 

The  manner  of  onset  of   illness  adds  still   another  dimension  to  the  patient's  adjustment  problems. 
The  congenitally  disabled  seem  less  traumatized  by  their  disability  probably  because   it   is  more  read- 
ily  integrated   into  the  emerging  body-image  concept,   and   its  early  onset   is  more  conducive  to  the 
development  of  sublimative  techniques  of  adjustment.     Yet,   the  greater  over-protect i veness  of  parents 
and  society,  as  well   as  the  tendency  towards  narrowed  life  experiences  often  leads  to  chronic  nai'vete 
and  unrealistic  aspirations.     The  t raumat i ca 1 1 y  disabled  must  still   emerge  from  a  kind  of  mourning 
period,   like  the  passing  of  d  i  asch  i  s  i  s  ,  before  they  can  enter   into  a  rehabilitation  program  without 
faltering  along  the  way.      insidious  or  gradual   onset  of    illness  causes  the  victim  to  brace  himself 
against  this  growing  threat,   first  by  denial,    later  by  more  elaborate  defenses   to  circumscribe  the 
anxiety,   such  as  rigidity,  compu 1 s i v i ty ,  and  paranoia,  which  lessen  adaptability  to  changes  brought 
on  during  rehabilitation. 

Though  the  dynamics  of  adjustment  to  disability  are  not  fully  understood,    it   is  somewhat  of  a 
truism  that  the  best  predictive  factor   is  the  pattern  of  adjustment  characteristic  of  the  patient  in 
his  premorbid  state.     Adjustment  to  disability  seems  to  be  both  peripheral   and  unconscious,  involving 
cognitive  and  emotional   factors,   respectively.     Sublimative  modes  of  adjustment^*  offer   inherent  sat- 
isfactions, while  reactive  modes  of  adjustment^  are  only  partially  successful,  and  lead  to  dependence 
on  secondary  gains  from  the  illness.     So  much  for  the   intrapsychic  factors   in  adjustment  to  disability 

The  following  may  be  said  regarding  the  second  point,   the  hospital  milieu.     Normal  behavior 
follows  from  consensual  1 y  val i  dated  or  commonly  accepted  perceptions  of  space  and  time  of  the  every- 
day world.     Stated  otherwise,  "the  feeling  of  time  and  space  continuum  might  be  considered  a  basis 
for  normal  mental   functioning"   (17).     This  normal   flow  of  events  and  experiences   is  distorted  and 
circumscribed  in  the  space-time  world  of  the  hospitalized  patient.     Normal   events  lose  their  urgency 
and   importance  to  the  patient.     The  patient  tends  to  regress,  behavior  becoming  infantile,   in  his 
preoccupation  with  and  perception  of  himself  as  the  center  of  the  hospital   universe.     The  patient 
tends  to  lose  what  has  been  called  "future  time  perspective"  (1),  with  subsequent   incapacity  to 
develop  long-range  rehabilitation  goals.       No  wonder  the  hospital  world  takes  on  an  aura  of  unreality 
in  the  mind  of  the  patient. 7 

Recovery   itself   is  potentially  anxiety-producing  as  the  patient  makes  the  transition  from  the 
absolute  security  of  the  hospital   social   structure,  with   its  narrowed  life  space,   to  the  relatively 
unstructured  outer  world.     The  dream  of   independence  is  often  overshadowed  by  the  nightmare  of  its 
realization.     Freedom  at  once  attracts  and  repels. 

Of  special  concern  to  the  counseling  psychologist  are  the  effects  of  hospitalization  on  the 
testability  of  the  patient,  and  the  reliability  of  test  results.     Psychological   attributes  most 
likely  to  be  affected  are  those  depending  upon  the  patient's  physiologic  and  psychologic  states; 
for  example,  attention  span,  memory,  concentration,  and  psychomotor  speed.     Tests  heavily  weighted 
with  such  factors  will   be  least  reliable  as  the  course  of  recovery  waxes  and  wanes.     Perhaps  more 


For  example,  denial  of  ioss  of  mental   acuity  in  the  bra i n- i nj u red  patient,  and  persistent 
phantom  pain  or  phantom  limb  substitution   in  amputees. 
1+ 

Reality  compensation,   substitution  and  suppression. 
''Ext  ropun  i  t  i  veness  ,    i ntropun i t i veness  ,  and  regression. 

^Even  such  simply  conditioned  behavior  as  working  an  eight-hour  day  is  virtually  extinguished 
and  needs  to  be  re-established   in  gradual  stages. 

^The  psychological  effects  of  prolonged  convalescence  is  incisively  described  in  Mann's  novel, 
The  Mag  i  c  Mounta  i  n ,    the   locale  of  which   is  a  tuber culosis  sanitarium  (11). 
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important   is  the  effect  of  hospitalization  on  test-taking  attitude.     Apathy  and  depression  will  be 
reflected  in  flat   interest  test  profiles  and  poor   intellectual  efficiency.     The  euphoric  mood  of  some 
patients  may  result   in  spuriously  elevated  test  scores,  as  has  been  noted  elsewhere   (1,   15).     Some  of 
the  changes  may  reflect  the  patient's  reaction  to  being  a  "guinea  pig,"  an  attitude  fostered  by  im- 
personal,  routine  medical    laboratory  tests.     Suffice  it  to  say  that  the  hospital  milieu  may  exacerbate 
if  not  give  rise  to  many  adjustment  problems  on  the  part  of  the  patient. 

We  turn  now  to  the  last  factor  that  may  contribute  to  the  patient's  maladjustment  which,  surpris- 
ing as   it  may  first  seem,    is  the  rehabilitation  process   itself.     The  complexity  of  this  process,  its 
lack  of  clear-cut  operational  principles,  and  the  occasional  obscurity  of  its  goals  often  constitute 
sources  of  bewilderment  and  vexation  to  the  patient  who  sets  this  cumbrous  machinery   in  motion. 
Neither  its  unity  of  purpose  nor   its  diversity  of  method   is  fully  comprehensible  to  the  patient. 
Frequently,   the  momentum  of  the  total   push  by  the  professional   team  bears  down  on  the  patient   like  a 
Juggernaut.     The  criticism  is  well   founded  that  the  tempo  of  rehabilitation   is  often  out  of  phase 
with  the  tempo  of  individual  psychological   adjustment  to  disability  (18).     The  patient  often  comes 
to  feel   apart  from,   rather  than  a  part  of  the  proceedings   in  his  behalf.     M i spercept i ons  he  develops 
can  subvert  the  rehabilitation  effort,  as  has  recently  been  pointed  out   (2).     Unfortunately,  the 
patient  has  not  yet  been  universally  recognized  as  an   integral   part  of  the  team.     What   is  probably 
most  distressing  for  the  patient   is  being  faced  with  overlapping  authority  of  several  disciplines. 
This  modern  hydra-headed  monster  is  epitomized   in  the  case  of  the  mental   patient  who  may  simultane- 
ously be  interacting  with  psychiatrist,  social  worker,  and  psycho  1 og i s t--who  sometimes  work  at  cross- 
purposes  or  work  out  professional   rivalries.     The  wrong  dosages  of  the  right  medicine  can  often  produce 
unfortunate  side  effects  on  the  patient! 


Principle  II:     The  Depth-Process   in  Counseling 

As  part  of  his  efforts  toward   implementing  vocational   rehabilitation  of  the  patient,   the  counsel- 
ing psychologist  needs  to  concern  himself  with  the  psychological   adjustment  of  the  patient  to  his 
disabling  condition.     This  may  require  penetration  beyond  superficial  vocational   problems  to  underlying 
personality  conflicts.     Counseling  will   therefore  embrace  diagnosis  and  therapy,  stressing  depth  pro- 
cesses or  unconscious  phenomena  as  well   as  cognitive  and   intellectual   processes  traditionally  emphasized 
i  n  counse ling. 

Given  the  validity  of  Principle  I,  somatopsychol og i cal  effects  of  disability,   the  second  princi- 
ple would  appear  to  follow  as  a  corollary.     The  psychological   situation  of  the  patient  has  been  shown 
to  be  extremely  complex,  behavior  being  multiply-determined  by  physical,  psychic,  and  social  needs, 
often  in  conflict.     Hence,  vocational  problems   lose  their  singular   influence  in  the  life  of  the 
patient.     For  the  psychologist  to  persist  blithely  in  this  belief   is  to  invite  disaster  as  the 
patient's  motivation  falters  because  primary  needs  remain  unmet  or  primary  problems  undiagnosed. 
S  i  nee  motivation  is  the  s  i  ne  qua  non  of  rehabilitation,   the  psychologist  needs  to  evaluate  the 
impact  of  disability  on  personality,  and  the  kinds  of  defenses  employed  for  their  bearing  on 
subsequent  motivation.     The  use  of  projective  techniques  to  evaluate  these  factors   is  clearly 
indicated  in  this  diagnostic  phase  of  counseling. 

The  patient's  perception  of  the  counseling  process  dictates  this  depth  approach  also.     For  while 
it  has  come  to  be  recognized  that  transference  reactions  may  occur   in  counseling  relationships  (13, 
16),    it  has  not  been  fully  realized  that  transference  distortions  tend  to  be  exacerbated   in  the  medi- 
cal  setting.     Transference,  briefly,    is  the  ascription  of  attitudes  toward  early  authority  figures 
indiscriminately  to  contemporary  situations   (4).     The  hospitalized  patient   is  factually  dependent 
on  various  medical  and  ancillary  personnel,  to  whom  he  responds  partly  in  terms  of  objective  reality, 
and  partly  in  terms  of  subjective  reminiscences  of  earlier  ministering  figures.     The  more  regressed 
the  patient  has  become  in  the  hospital  milieu,   the  greater  will   be  his  tendency  to  resurrect  the 
ghosts  of  these  old  relationships,  and  the  greater  the  need  for  the  psychologist  to  exorcise  them 
by  manipulation  of  the  transference.     Passive  patients,  for  example,   tend  to  invest  the  psychologist 
with  omnipotence;  aggressive  patients  seek  to  strip  him  of  status.     But  whatever  the  particular  trans- 
ference distortions  of  the  patient,   these  need  to  be  handled  therapeutically   if  the  business  of  coun- 
seling is  not  to  be  disrupted. 

Like  the  familiar  analogy  of  the  partially  submerged   iceberg,   the  surface  vocational  rehabilita- 
tion problem  of  the  patient  may  be  buoyed  up  by  underlying  personality  problems.     The  latter  must  be 
fathomed  d i agnost i cal 1 y  if  the  psychologist   is  to  proceed  without  foundering  on  these  less  obvious, 
but  nonetheless  crucial,  problems.     Since  one  diagnoses   in  order  to  treat,  so,   too,  will   the  psychol- 
ogist's diagnostic  function  call   forth  his  therapeutic  efforts   in  addition  to  prophylactic  measures 
he  may  employ  in  counseling.     Here  lies  the  primary  distinction  between  counseling  in  a  medical  set- 
ting and  a  nonmedical   setting.     The  distinction  may  be  represented  schematically  as  two  extremes  on 
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a  continuum  of  ego  strength.     At  one  extreme   is  the  nondisabled  c  1  i  ent ,  with  temporarily  immobilized 
ego  who  responds  to  a  supportive  type  of  counseling;  at  the  other  extreme  is  the  pat  i  ent ,  whose  dis- 
ability has  resulted   in  relatively  serious  ego  impairment.     The  difference  is  more  than  semantic." 
The  choice  between  a  superf  i  c  i  al   and  depth  approach   in  counseling,  such  as  advocated,    is  analogous 
to  the  treatment  of  a  high  body  temperature.     One  may  employ  the  general  palliative  approach  of 
aspirin  or  a  specific  antibiotic  aimed  at  the   infectious  cause  of  temperature,  a  not  inconsiderable 
difference  to  the  patient's  recovery.     How  to  differentiate  which  approach   is   indicated  for  a  par- 
ticular patient  rests  finally  on  the  psychologist's  diagnostic  skill. 

Speaking  of  ghosts,   the  author  would  like  to  exorcise  one  that  seems  to  haunt  counseling  circles. 
This   is  the  oft-repeated  argument  that  a  therapeutic  approach   in  counseling  ostensibly  emphasizes 
weaknesses  rather  than  strengths.     Most  psychotherapists  would  contest  the  validity  of  this  assertion, 
which   is  the  shibboleth  of  those  who  would  divide  counseling  sheep  from  clinical   goats.     A  therapeutic 
approach   in  counseling  need  not   imply  a  scotomic  view  or  "negative  diagnosis"  of  personality  (22)  but 
rather  recognition  of  the  need  to  counsel   the  whole  patient.     Garrett's  exhortation,  "counsel   the  man — 
not  the  disability"  seems  apropos  here   (7).     Counseling  on  the  basis  of  "positive  diagnosis"  or  so- 
called  strengths  fails  to  recognize  the  organismic  relationship  of  personality  factors,  and  the  fact 
that   intrapsychic  conflicts   in  the  patient  subvert  his  strengths.     To  overlook  these  inner  constraints 
is   like  driving  an  automobile  with   its  brakes  on--progress   is  slow,    if  at  all,  and  with  great  wear  and 
tear.     Regarding  the  psychologist  and  rehabilitation,    it  has  been  pointed  out  quite  appropriately  that 
"...mental   pathology   is  not  neglected,  but  rather  forms  one  aspect  of  the  psychologist's  work  in  the 
field"  (16). 

Rather  than  debasing  or  detracting  from  the  traditionally  conceived  role  of  the  counseling  psy- 
chologist,9  this  holistic  approach  to  the  patient  tends  to  enhance   it  by  recognizing  grays  as  well 
as  blacks  and  whites,  and  the  whole  as  being  more  than  the  sum  of   its  parts.     This  so-called  depth- 
process   in  counseling  endeavors  to  treat  the  patient's  problems   in  their  nascent,  amorphous  state 
before  they  become  crystallized  and  almost   irreversible.     There  is  the  usual   "exception  which  proves 
the  rule"  in  the  case  of  the  severely  disturbed  mental   patient,  where  a  supportive  approach  emphasiz- 
ing assets  or  ego  strengths   is   indicated.     Flexibility  or  diversity  of  technique  might  properly  be 
the  watchwords  for  the  psychologist  counseling  the  disabled. 

This  flexibility   is  most  apparent   in  counseling  toward  acceptance  of  disability.     It  involves 
not  only  attitudinal   and  value  changes   in  the  patient,    in  recognizing  his  loss  an  only  relative  to 
his  total   system  of  values,  but  also  some  change   in  personality  structure,   se 1 f -concepts ,  and  defenses. 
Only  when  a  true  emotional   reintegration  has  taken  place  and  "mourning  becomes  nostalgia"  can  the 
patient  be  regarded  as  ready  to  embark  on  concrete  steps  toward  total  rehabilitation. 


Principle   III:     The  Holistic  Approach   in  Rehabilitation 

This  principle,  a  fundamental   one   in  rehabilitation,  stresses  the  team  approach  to  the  patient. 
It   implies  recognition  and  treatment  of  the  constellation  of  problems  presented  by  the  patient  in 
line  with  the  goal   of  total    rehabilitation.     Specifically,    it  means  that  the  counseling  psychologist 
cannot  function   independently  of  other  team  members  since  no  one  discipline  is  comprehensive  in  its 
services.     Indeed,   the  function  of  the  counseling  psychologist   is  shaped   in  part  by  the  dynamic  inter- 
action of  the  team  process,   and  the  patient  with  his  organismic,  changing  needs.     In  line  with  this 
holistic  approach,  he  counsels  the  man,  not  the  disability. 

The  holistic  or  whole-person  approach   is  the  keystone  of  the  philosophy  of  rehabilitation. 
Treatment   is  total    rather  than  medical,  social,  psychological,  or  vocational.     Basic  to  rehabilita- 
tion,  then,    is  the  team  approach  of  specialized  disciplines.     The  operational   philosophy  of  the  team 
centers  about  the  organismic,  dynamic  nature  of  the  patient,  the  necessity  of  keeping  diagnoses  and 
treatment  fluid  and  dynamic   in  response  to  his  changing  needs,  and  the  modulation  of  professional 
opinions  as  case  data  grow.     Finally,    it   involves  recognition  of  the  team  as  the  essential  instru- 
ment for  dealing  with  the  whole  person.     The  team,    itself,    is  organismic,  distinctive   in  part,  yet 
unified   in  action  so  as  to  produce  "an   integrated  diagnosis  of  the  patient's  needs,   flexible,  dynamic 


The  same  terms  have  been  used  to  delineate  counseling  from  clinical   psychologists  (10). 

^"Counseling  has  greater  concern  with  a  positive  approach  to  trait  strengths  and  less  concern 
with  medically  diagnosed  personality  deviations  which  demand  remediation  through  psychotherapy" 
(10). 
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planning,  proper  timing  and  sequence  of  treatment,  and  balance  in  action"  (20).     It  follows  that  no 
one  profession,  not  even  medicine,    is  comprehensive  enough  to  meet  the  needs  of  the  whole  person, 
nor  can  a  specialist  proceed  independently  of  collaborative  effort  with  others. 

It  seems  clear,  then,  that  the  vista  of  the  counseling  psychologist  is  broader  in  the  medical 
setting  than  his  traditional   stamping  ground   in  the  community.     Indeed,   the  constant  exchange,  inter- 
action, and  feedback  between  team  members  coupled  with  the  organismic  needs  of  the  patient  superimpose 
new  operational   requirements  on  the  psychologist.     His  univocal  outlook  toward  the  patient  becomes 
enlarged,  unilateral  static  opinions  giving  way  to  dynamic  formulations  by  the  team.     He  becomes  a 
virtuoso  contributing  to  a  total  orchestral  effect. 

In  order  to  function  as  an  adequate  team  member,  the  psychologist  has  to  adopt  this  holistic 
attitude  in  counseling  the  patient.     This  means  responding  to  the  patient  not  solely  in  terms  of  the 
disability,  stated  vocational  problem,  or  a  set  of  profiles,  but  as  a  total  personality  with  a  con- 
stellation of  psychological  needs. 

The  holistic  approach,  therefore,  forces  a  new  role  on  the  counseling  psychologist,  that  of 
team  member  who,  paradoxically,  must  submerge  his  individual  penchant  in  order  to  actualize  his 
professional  potential  to  the  good  of  the  patient.     This  is  no  mean  task,  for  he  will   find  that 
many  personal  and  professional  barriers  lie  in  the  path  of  being  an  effective  team  member.  To 
begin  with,  the  psychologist  may  not  be  fundamentally  a  cooperative  person;  also,  his  previous 
experience  may  have  been  isolated  from  other  professional  contacts,   insular  rather  than  cosmo- 
politan,  in  which  he  unconsciously  pre-empts  areas  of  competence  of  other  professionals.     He  must 
disabuse  himself  of  egocentric  notions  that  treatment  is  exclusively  centered  in  his  profession 
or  himself — "any  test,  any  interview,  any  fact  of  past  history  is  a  point  of  reference,  not  a 
trigger  for  elaborate  diagnoses"  (21).     Playing  this  new  role  is  complicated  by  the  problems  of 
communication  between  diverse  professional  groups  with  different  levels  of  training,  philosophy, 
and  technical  knowledge.     But  most  important  is  the  way  in  which  the  personality  of  the  psycho- 
logist interacts  with  other  personalities  on  team,  all  of  whom  have  ambitions,  drives,  insecurities, 
and  other  human  frailties  to  some  degree.     The  psychologist  must  give  up  self-delusions  of  being  an 
omnipotent  authority  which  may  be  fostered  in  the  univocal  professional  setting.     To  be  effective 
as  a  person  and  a  team  member  he  is  obliged  to  accept  in  spirit,   if  not  in  letter,  the  ancient 
admonition,  "Physician  heal  thyself." 


Implications  for  Training 


Two  broad  implications  for  training  counseling  psychologists  arise  in  connection  with  the 
operational  principles  presented  here.     The  first  implication  concerns  revisions  in  curriculum;  the 
second,  the  type  of  practicum  training  afforded.     The  author  has  tried  to  make  the  point  that  the 
psychologist  requires  a  wide  variety  of  skills   in  his  psychological   armamentarium  to  promote  the 
adjustment  of  the  disabled.     Among  these  are  the  diagnostic  and  therapeutic  skills  usually  associ- 
ated with  the  clinical  branch  of  the  psychologic  tree,  a  viewpoint  shared  by  others   (6).     He  requires, 
of  course,  the  skills  associated  traditionally  with  another  branch  of  the  t ree--voca t i onal  counseling, 
since  his  domain  in  the  hospital   is  usually  vocational   rehabilitation.     On  this  basis,  one  can  argue 
for  greater  overlap  of  training  for  the  psychologist  in  clinical  and  counseling  areas.     For  in  the 
hospital  setting,  he  must,   like  Janus,  be  able  to  face  in  these  two  directions.    To  make  a  dichotomy 
of  psychologists  into  cl inicians  and  counselors  would  seem  to  be  a  jurisdictional  artifact  unsuited 
to  the  realities  of  the  hospital   situation,  at  least. 

Over  and  beyond  this  academic  preparation,  the  counseling  psychologist  requires  intimate  knowl- 
edge of  the  psychological  aspects  of  disability  that  can  be  properly  gained  only  by  firsthand  patient 
contact.    This  requires  appropriate  practicum  training  in  the  medical  field,  whether  rehabilitation 
center  or  hospital.    Training  in  a  psychiatric  setting,   industry,  or  college  atmosphere  does  not,  in 
the  author's  experience,  prepare  the  embryonic  psychologist  to  meet  the  demands  likely  to  be  made 
upon  him  in  rehabilitation. 

There  is  another  cogent  reason  for  this  type  of  internship.     Since  teamwork  is  the  essence  of 
rehabilitation,   it  behooves  the  counseling  psychologist  to  be  conversant  with  the  polyglot  language 
and  customs  of  the  team  by  residing  in  this  modern  Tower  of  Babel.     Teamwork  as   it  exists   in  reha- 
bilitation is  seldom  found  in  other  settings   in  which  there  is  little  or  no  attempt  to  deal  with  the 
totality  of  patient  needs   implied  in  the  definition  of  rehabilitation.     Practicum  training  of  the 
type  suggested  will  do  much  to  bolster  academic  preparation  and  vitalize  academic  programs,   the  more 
so  if  carried  on  concurrently  between  hospital  and  university  (19). 
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Summary 


Counseling  psychology  has  only  recently  become  an   integrated  part  of  the  total  rehabilitation 
program  for  the  mentally  and  physically  disabled.     In  the  process,  the  counseling  psychologist  has 
been  transplanted  into  a  new  milieu,  faced  with  a  new  type  of  client,  and  required  to  render  services 
previously  regarded  out  of  his  domain.     This  physical   transition  foreshadows  a  philosophical  one  on 
the  part  of  the  counseling  psychologist.     It  has  been  the  purpose  of  this  paper  to  adumbrate  some 
tentative  operational   principles,   to  present  relevant  clinic  data,  and  to  discuss   implications  for 
the  training  of  counseling  psychologists.     Briefly  stated,  these  principles  concern  the  somatopsycho- 
logical  aspects  of  disability,   the  depth-process   in  counseling  the  disabled,  and  the  holistic  approach 
in  meeting  the  totality  of  the  patients'  needs. 

In  effect,  these  principles  require  the  counseling  psychologist  to  counsel   the  whole  person,  for 
psychological  problems  accompanying  disability  are  often  inextricably  interwoven  with  manifest  voca- 
tional problems.     The  implication  for  training  is  twofold:     on  an  academic  level,  working  knowledge 
of  both  clinical  and  counseling  psychology  is  desirable;  on  a  practical   level,  proper  indoctrination 
into  the  holistic  approach  needs  to  be  afforded  by  practicum  training   in  a  medical   setting,  since 
teamwork  is  the  keystone  on  which  the  whole  edifice  of  rehabilitation  rests,  of  which  counseling  Is 
but  one  building  block. 

It   is  to  be  hoped  that  this  article  will   stimulate  further  thought  on  definition  of  operational 
principles  for  the  psychologist   in  the  medical  setting,  for  in  the  last  analysis,  "progress  in  science 
has  been  characterized  by  the  boldness  of  the  innovator  armed  with  a  principle"  (21). 
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SPECIAL  PROBLEMS  OF  THE  REHABILITATION  COUNSELOR 


Willi  am  C.  Cottle 


While  the  setting  within  which  rehabilitation  counseling  takes  place  resembles  that   in  general 
psychological   counseling,   there  are  special   emphases  and  problems  which  clearly  indicate  differences, 
it   is  some  of  these  differences  which  will   be  considered  here.     As   in  general   counseling,  problems 
are  created  by  the  needs  of  the  client,  by  the  needs  of  the  counselor,  and  by  the  availability  of 
referral   sources.     In  rehabilitation  these  problems  seem  to  vary  more  with  each  client  than  they  do 
in  other  types  of  counseling  because  of  the  greater  variation  in  the  physical  and  psychological  needs 
of  the  client  and,  therefore,    in  the  needs  of  the  counselor. 


Needs  of  the  CI ient 


Consider  the  question  of  readiness  for  counseling.     In  rehabilitation  many  clients  do  not  know 
that  such  services  exist  until   a  counselor  contacts  them.     This  client   is  not  knocking  on  any  doors 
crying  for  counseling.     Neither   is  the  client  who  has  been  required  to  have  rehabilitation  counseling 
by  a  county  welfare  agency.     The  counselor   in  this  situation  has  to  create  counseling  readiness  by  a 
simple,  clear  explanation  of  services  available  to  the  client  and  by  a  good  prediction  of  the  time, 
effort,  and  suffering  to  be  endured  by  the  client  before  becoming  rehabilitated.     As  the  first  step 
in  building  a  counseling  relationship,   the  rehabilitation  counselor  must  convince  such  a  client  that 
the  benefits  of  the  program  outweigh  the  easier  course  of  continuing  as  he  is. 


Different  Emphases   in  Counseling  Relationship 

In  this   initial  contact  and   in  succeeding  interviews  there   is  a  greater  problem  of  helping  the 
client  deal  with  fears  and  anxieties  related  to  the  counseling  process.     The  client  fears  any  situ- 
ation not  clearly  understood  or  controlled.     Anxiety  rises  because  the  rehabilitation  process  more 
often  includes  physical   processes  and  change  which  are  not  easy  to  explain  or  to  comprehend.  Un- 
certainties  in  diagnosis  or   in  treatment  may  cause  reluctance  to  predict  outcomes.     This   lack  of 
information  produces   in  the  client  fears  and  more  generalized  anxieties.     These  fears  and  anxieties 
connected  with  disabilities  and  the  rehabilitation  process  must  be  controlled  by  the  counselor  as  a 
part  of  establishing  and  maintaining  a  counseling  relationship. 

A  description  of  the  rehabilitation  process  step  by  step  as   it  progresses,   reduces  the  uncer- 
tainty and  therefore  the  fears  of  the  client.     When  the  client  knows  what  to  anticipate,  his  fears 
can  be  controlled.     It   is  a  more  difficult  matter  to  decrease  client  anxieties.     These  are  partially 
controlled  by  client  growth   in  capacity  to  handle  problems  and  by  creating  within  the  client  respect 
and  confidence  for  the  counselor.     Client  anxiety  can  be  reduced  by  helping  the  client  learn  to  deal 
with  a  situation  successfully.     Here  the  counselor's  job   is  to  control   the  situation  so  that   it  is 
within  the  capacities  of  the  client.     If  the  counselor  can  do  this,   the  client's  anxieties  diminish 
as  his  confidence  in  his  ability  to  deal  with  his  environment  increases. 

Each  counselor  has  a  different  way  of  creating  respect  and  confidence,  but  to  be  successful  any 
method  is  dependent  upon  accepting  the  client  as  he  is  and  maintaining  a  balance  between  obvious  at- 
titudes of  pity,  sympathy,  or  aversion.     The  client   is  simply  another  human  whose  disabilities  are 
more  evident  than  those  of  the  general   population.     Any  such  method  also  requires  a  recognition  that 
the  client  and  his  disability  has  uniqueness   in  the  phenomenal   field  of  the  counselor.     The  counse- 
lor's perception  of  the  client   is  usually  conveyed  by  nonverbal   as  well   as  verbal   attitudes  so  that 
failure  to  develop  and  maintain  a  balanced  positive  attitude  toward  the  client  will   hamper  progress 
i  n  rehabi 1 i  tat  i  on. 


Differences   in  Communication 

Communication,  which  is  the  basis  of  interviews,    is  often  more  difficult   in  rehabilitation  coun- 
seling.    As  Carl   Rogers  has  said,   to  empathize  with  a  client  one  must  really  stand   in  the  client's 
shoes  and  see  the  world  as  he  does.     In  order  to  appreciate  their  learning  problems,  one  must  enter 
the  unlighted  world  of  the  blind,   the  silent  world  of  the  deaf,  or  perhaps  the  phantasy  world  of 
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those  with  other  physical    limitations.     This  phase  in  the  learning  process   is  quite  evident  in 
classes  containing  both  sighted  and  blind  students.     Here  verbal  descriptions  must  accompany  visual 
demonstrations   in  order  that  all  may  have  an  equal  chance  to  learn.     Conversely,  work  with  the  deaf 
involves  more  use  of  visual   aids.     The  medical   aspects  of  rehabilitation  present  problems  of  communi- 
cation because  they  must  be  translated  by  the  counselor   into  the  language  of  the  client  which  consists 
primarily  of  four-letter  Anglo-Saxon  words.     In  these  and  other  ways  communication  between  counselor 
and  client  entails  varying  problems  different  from  general  counseling.     Ability  to  empathize  and  com- 
municate with  each  client   in  the  unique  fashion  needed  for  each  case  is  a  constantly  changing  problem 
for  the  rehabilitation  counselor. 

These  factors  are  all   a  part  of  the  work  of  establishing  a  relationship  between  the  client  and 
the  counselor  within  which  changes  can  take  place  in  the  rehabilitation  process. 


The  Learning  Situation  is  Different 

The  changes  themselves  are  a  result  of  the   learning  that  takes  place  during  counseling.  In 
rehabilitation  such  learning  again   involves  more  physical   emphasis  than  does  general  counseling  and 
the  emotional   state  of  the  client   is  more  apt  to  be  governed  by  his  physical  condition.     The  client 
may  have  the  same  financial,  educational,  vocational,  or  marital   problems  as  clients   in  general  coun- 
seling, but  added  problems  are  created  by  the  fact  that  the  client   is  blind,  deaf,  crippled,  disfigured, 
or  tubercular.     Another  limiting  factor   is  often  resentment  at  having  to  leave  an  old  occupation  or 
at  having  to  learn  a  new  one.     This   is  especially  true  with  older  clients  who  have  been  working  in 
the  same  occupation  for  most  of  their  lives.     All   these  elements  combine  to  retard  learning,   to  make 
the  rehabilitation  process  more  difficult,  and  to  render   its  outcomes   less  predictable. 

These  are  some  of  the  special   problems   in  the  learning  process  called  rehabilitation  counseling. 
They  have  centered  around  the  special   physical   and  psychological   needs  of  the  rehabilitation  client. 


Needs  of   the  Counselor 


The  needs  of  the  counselor  also  create  special   problems   in  rehabilitation  counseling  as  these 
needs  differ  from  those  of  the  general   psychological   counselor.     Like  the  general   counselor,  the 
rehabilitation  counselor  must  have  an  extensive  knowledge  of  people  and  their  activities  gained  from 
study  and  observation   in  work  and  leisure.     This  knowledge  for  both  kinds  of  counselors  becomes  the 
frame  of  reference  for  groups  and  for   individuals   in  terms  of  which  a  client's  data  are  interpreted. 
The  varied  degrees  of  training  among  counselors  also  determines  the  skill  with  which  they  handle 
clients.     The  rehabilitation  counselor's  work  will   vary  from  mere  coordination  of  services  to  quite 
complex  counsel inc)  with  clients,  according  to  his  amount  of  background  knowledge  about  people,  and 
h  i  s  counsel i  ng  skills. 


Interpretation  of  Data  Changed  by  Disabilities 

For  the  rehabilitation  counselor,  however,   this   is  only  the  beginning.     Not  only  must  he  know 
what  these  data  mean  for  normals,  he  must  also  know  the  differing   interpretations  required  for  speci- 
fic disability  groups  and  adapt  further  for   individual   differences  within  each  of  these  subgroups. 
He  must  do  this  for  each  tool   and  technique  of  counseling.     Thus  the  problem  for  the  rehabilitation 
counselor   is  to  modify  his  general   counseling  knowledge  with   interpretation  of  rehab i 1 i tat i on  research 
and  his  own  experience  with  rehabilitation  clients,   so  that  he  can  produce  the  unique  interpretation 
of  data  required  for  a  given  disabled  client. 

For  example,  when  a  test  like  the  Minnesota  Multiphasic  Personality  Inventory   (MMP I )    is  used  in 
general  counseling,  a  counselor   interprets  an  elevated  score  on  hypochondriasis   (Hs)  and  hysteria 
(Hy )  to  mean  the  possibility  of  psychosomatic  difficulties.     Research  has  shown,  however,   that  persons 
with  tubercular  conditions,  goiter,  arthritis,  asthma,  and  other  physical   disabilities  tend  to  have 
higher  scores  on  these  scales  than  do  the  nondisabled  persons  and  still   function   in  much  the  same 
fashion  as  the  nondisabled.     Phillips  and  Wiener   (1)  have  presented  data  for  various  disability  groups 
indicating  that  there  is  a  relationship  between  disability,  disease,  and  personality  as  measured  by 
the  MMPI.     This  may  simply  reflect  a  natural   tendency  of  the  disabled  to  be  more  concerned  with  their 
health  and  it  may  not  be  an  "abnormal"  concern  at  all.     Consequently  the  rehabilitation  counselor 
would  interpret  these  MMPI   scores  differently  for  disabled  clients  than  for  clients  from  general 
popul at  ion. 
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Separate  Norms 

Tests  used  with  the  disabled  may  require  separate  standardization.     It   is  obvious  that  when 
paper  and  pencil   tests  are  used  with  the  blind,   they  must  be  orally  administered  or  transcribed  into 
Braille.     This  may  produce  a  distortion  of  the  original   reliabilities  and  validities  for  such  tests 
and  require  new  standardization  on  a  population  sample  of  blind  clients.     Moreover,   if  the  oral  proc- 
ess  is  really  to  be  standardized,  not  only  should  new  norms  and  statistics  be  worked  out,  but  the 
oral    instructions  and  test  reading  should  be  electrically  recorded  so  that  the  oral  administration 
is  exactly  the  same  each  time  for  each  blind  client.     Until   these  conditions  are  met,  interpretations 
of  such  test  results  must  be  highly  tentative  and  of  limited  usefulness.     This   is  true  of  all  test 
scores  that  could  be  affected  by  a  disability. 

Effect  of  Special  Conditions 

The  use  of  tests  with  a  disabled  client  carries  another  special   hazard.     It   is  known  that 
emotional   disturbance  affects  performance  on  tests.     This  effect  varies  with  each  person  and  with 
each  test.     It   is  also  known  that  many  disabled  persons  are  emotionally  disturbed  about  their  dis- 
abilities.    Hence  the  rehabilitation  counselor  needs  to  have  a  good  estimate  of  the  affective  state 
in  which  his  client  took  each  test  and  the  effect  this  had  upon  the  test  score.     Although  the  dis- 
ability  itself  may  have  no  effect  on  test  scores,   the  psychological  disturbance  accompanying  such 
disability  may  have  a  considerable  effect. 

In  like  manner  the   inferences  made  from  other  data  collected  about  the  disabled  may  be  used  in 
a  different  way  than  for  the  nondisabled.     The  general   counselor  has  his  client  complete  a  biographi- 
cal  data  form  in  order  that  he  may  reconstruct  a  longitudinal   picture  of  the  client's  past  performance 
and  from  it  help  the  client  predict  future  performance.     These  bio-data  may  not  be  useful   to  the  re- 
habilitation counselor  or  they  may  be  useful    in  a  totally  different  fashion.     The  client's  previous 
athletic  prowess   is  of  little  value   in  predicting  future  physical   performance  of  a  wheel-chair  patient. 
On  the  other  hand  it  may  be  highly  valuable  in  helping  the  counselor  understand  the  heavy  emotional 
impact  the  disability  has  had  on  such  a  client.      In  like  manner  a  long  work  history  as  a  motion 
picture  film  splicer  and   inspector   is  of  relatively  little  value  to  a  counselor  when  his  client  is 
blind  from  glaucoma.     A  long  history  of  good  health  can  produce  a  very  traumatic  experience  for  the 
person  who  is  recovering  from  a  colostomy  and  the  counselor  must  recognize  this.     A  history  of  chronic 
illness  can  be  a  two-edged  sword.     It  affects  the  person  accustomed  to  illness  so  he  adjusts  readily 
to  a  disability,  or  the  illnesses  can  become  adjustments   in  themselves  and  hamper  rehabilitation. 
The  counselor  must  be  able  to  perceive  which  condition  exists  for  a  given  client. 

These  and  other  records  used  by  the  rehabilitation  counselor  are  subjected  to  a  different  empha- 
sis according  to  the  way   in  which  the  disabled  client's  needs  vary  from  those  of  the  nondisabled. 
Thus  the  rehabilitation  counselor's  needs  will   also  vary  from  those  of  the  general  counselor. 

Differences  in  the  Interview 

The  interview  also  may  present  different  problems   in  rehabilitation  counseling.     Perhaps   it  must 
be  conducted   in  the  client's  home  with  constant  interruption  from  family  members,  or   it  may  have  to 
be  conducted   in  the  counselor's  car,   in  order  to  secure  enough  privacy.     Time  limits  per  interview 
may  be  shorter  for  the  client  easily  reached  than  for  the  client  who  can  only  be  reached  after  a  trip 
of  50  or  100  miles.     The  disabled  client  may  need  much  more   initial   support   in  the  interview.  More 
overt  structuring  of  the  interview  may  be  necessary  and  the  degree  of  counselor  lead  must  often  be 
greater.     According  to  Robinson's   (2)   list  of  techniques  describing  leading  by  the  counselor,  there 
will   probably  be  more  recourse  to  "interpretation  and  urging"  and  to  "assurance"  that  the  client  is 
progressing  than  to  the  other  techniques. 

These  then  are  some  of  the  ways  in  which  the  peculiar  needs  of  the  rehabilitation  client  and  the 
intricate  psycho-physical    interaction  of  rehabilitation  will   establish  needs  and  therefore  problems 
for  the  rehabilitation  counselor.     The  counselor  needs  to  watch  that  these  are  genuine  client  needs 
and  that  they  are  not  goals  set  up  for  the  client  which  are  really  counselor  goals  or  needs.  The 
counselor  cannot  afford  to  be  so  threatened  by  any  attempt  of  the  client  to  change  these  goals  that 
he  cannot  adapt  to  client  needs  as  the  client  sees  them. 

Problems  of  Referral 

The  third  major  area  of  special   problems   is  that   involving  referrals.     One  problem  here  lies  in 
the  method  by  which  referrals  are  made  in  rehabilitation.     This  means  not  only  the  way  in  which 
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referrals  come  to  the  counselor,  but  the  community  resources  to  which  a  client  may  be  referred.  The 
term  "Rehabilitation  Team"  should  be  broadened  to  include  those  sources   in  a  community  from  which 
rehabilitation  clients  come  to  the  counselor.     Because  the  rehabilitation  process   is   less  widely 
known  than   is  the  general   counseling  process,    it   is  usually  necessary  to  conduct  an  educational  cam- 
paign in  the  community  so  that  people  will   know  what  services  are  available  and  where  clients  should 
be  referred  to  receive  them.     Key  people  like  educational,  political,  business,   trade  union,  and 
service  club  leaders  need  to  be  reached  with  this  information. 


Referral  Resources 

Another  limit   is  the  work  of  the  rehabilitation  counselor   in  locating  referral   sources   in  the 
community.     If  all   the  resources  needed  to  handle  a  case  are  accessible  to  the  counselor,  his  job  is 
enhanced  and  the  client  receives  adequate  services.     If,  because  of  lack  of  knowledge  about  an  exist- 
ing service,   the  counselor  must  substitute  service  from  other  agencies  or  undertake  to  perform  the 
service  himself  with   inadequate  preparation,   the  client  may  be  harmed  or  progress  of  the  case  may  be 
retarded.     Hence  it   is  necessary  that  the  counselor  prepare  a  complete   inventory  of  community  resources 
for  use  with  his  client  at  the  same  time  that  he   is  educating  and  establishing  sources  of  referral  of 
cl ients  to  him. 

Frequently  choice  of  these  referral   resources  presents  a  problem  for  the  counselor.     If  a  client 
is  eligible  for  veterans  rehabilitation  and  state  vocational   rehabilitation,   the  counselor   is  faced 
with  the  problem  of  evaluating  which  service  can  offer  his  client  the  most  complete  and  effective 
help.     He  may  also  be  faced  with  a  budgetary  problem  so  that  complete  service  is  unavailable  and  only 
partial   rehabilitation  is  possible.     The  limits  of  the  community   itself  may  present  situational  factors 
providing  a  less  desirable  rehabilitation  process,  either  because  the  client  cannot  leave  the  community 
to  go  to  a  more  favorable  place  for  him,  or  because  the  community  lacks  resources  essential   to  complete 
rehabi 1 i  tat  ion. 

Because  the  counselor  is  the  best  ava i 1 abl e  person  with  training,  he  may  have  to  undertake  psycho- 
therapy in  lieu  of  having  a  psychiatrist  or  clinical   psychologist  to  handle  this  phase  of  his  cases. 
In  the  absence  of  a  physiatrist  he  may  have  to  depend  upon  the  more  limited  knowledge  of  a  general 
physician.     These  situations  arise  because  the  medical   profession   is  becoming  so  highly  specialized 
and  the  ratio  of  physician  to  patient  is  increasing  to  the  point  where  many  client  needs  are  difficult 
to  meet.     In  the  absence  of  a  social  worker,   the  counselor  may  have  to  take  over  social  work  functions 
for  which  he  usually  has   inadequate  training.     Fortunately  for  the  client,  however,   the  counselor  is 
Unable  to  undertake  and  perform  medical   functions.     Perhaps  it  would  be  more  fortunate  for  the  client 
if  the  counselor  were  unable  to  attempt  any  functions  of  other  team  members  except  his  own. 

Problems  of  Interpersonal  Relations 

The  more  people  involved  in  rehabilitation  team  activities,  the  more  problems  of  interpersonal 
relations  usually  occur.  The  interaction  of  medical  specialists  among  themselves  and  with  the  other 
professional  personnel  of  the  rehabilitation  team  may  be  another  cause  of  problems  in  rehabilitation 
counseling.  The  question  of  the  person  directing  the  team  also  varies  with  each  rehabilitation  set- 
ting. Functions  to  be  performed  by  various  team  members  may  overlap  and  cause  jurisdictional  disputes 
among  professions.  Thus  it  is  possible  that  the  counselor  spends  more  time  in  ironing  out  team  dif- 
ficulties than  he  does  with  his  client   in  rehabilitation  activities. 

These  team  problems  could  be   ironed  out   if  the  team  members'   first  concern  was  client  needs. 
Agreement  should  be  reached  among  professions  concerning  areas  of  overlap.     There  is  more  than  enough 
work  in  this  area  for  all  of  the  professions  concerned.     Relationships  among  the  team  could  be  improv- 
ed if  the  most  competent  team  member  for  a  given  case  were  the  person  designated  as  director  of  the 
team  for  that  case.     If  team  members  could  learn  to  treat  each  other  with  the  same  professional 
courtesy  and  consideration  that   is  given  to  the  c 1 i  ent ,  many  team  problems  would  disappear.  This 
applies  to  the  rehabilitation  counselor  as  well   as  the  other  team  members. 

It   is  obvious  that  the  foregoing  presentation  has  not  covered  all   the  problems   in  rehabilitation 

counseling.     It  has  attempted  only  to  show  by  selected  examples  how  these  problems  are  created  by  the 

needs  of  the  client,   the  skill   and  needs  of  the  counselor,  and  by  the  referral   sources  available  for 
a  given  cl ient . 
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THE   IMPACT  OF  DISABILITY 
Louis  S.  Levine 


It  is  the  purpose  of  this  paper  to  consider  the  individual's  reactions  to  his  own  disability, 
the  social  factors  and  values  to  which  he  responds  as  he  copes  with  the  impact  of  disability,  and 
finally  the  role  of  the  professional  person  in  helping  him  to  hold  to  a  minimum  the  disruptive 
psychological  and  social  effects  of  disability. 

Blanket  generalizations  about  the  disabled,  convenient  as  they  may  be,  are  apt  to  be  in  error 
by  virtue  of  their  oversimplifications.     Many  people  assume  that  the  greater  the  physical  disability 
the  greater  are  the  psychological  consequences  of  the  disability,  and  some  are  convinced  that  certain 
disabling  conditions  produce  certain  specific  psychological   results.     These  popular  beliefs  are  not 
supported  by  the  ava i lable  data.     The  extent  of  the  impact  exper  i enced  by  each  i nd  i  v  i dual   i  s  rel ated 
to  the  s  i  gnf  i  cance  wh  i  ch  the  d  i  sab  i 1 i  ty  possesses  for  him.     Th  i  s  in  turn  will  depend  on  the  pattern 
of  events   in  his  life  that  have  contributed  to  the  values  he  holds,  the  way  he  perceives  himself  in 
relation  to  the  rest  of  the  world,  and  the  form  which  his  reactions  to  stress  take. 

In  fact,  there  are  no  simple  psychological  characterizations  of  the  disabled  that  can  be  validly 
applied  to  all  members  of  the  group.     The  disabled  share  with  the  nondisabled  hopes,  fears,  ideals, 
and  superstitions;  as  a  group  they  cannot  be  characterized  as  brave,  or  intelligent,  or  sensitive. 
A  review  of  the  research  which  compares  the  psychological  and  social  characteristics  of  disabled  and 
nondisabled  persons  only  reinforces  the  impression  that  the  range  and  extent  of  human  variability  is 
great  indeed.     Such  research  reveals  similarities   in  the  social   and  psychological  characteristics  of 
disabled  and  nondisabled  persons  to  be  far  more  evident  than  their  differences. 

The  factors  that  have  been  shown  to  be  related  to  an  individual's  reactions  to  his  disability 
include  his  place  in  the  economic  and  social  milieu,   the  nature  of  his  disability,  the  point  at 
which  it  occurs   in  his  life,   the  circumstances  of  its  onset,  the  treatment  procedures  which  are 
required,  and  the  course  and  the  prognosis  of  the  disabling  process. 

Even  though  the  adult's  reaction  to  his  disability  is  conditioned  by  the  total  experience  he  has 
accumulated  during  his  lifetime,  some  general   statements  can  be  made  about  the   impact  of  disability. 


Dealing  with  Uncertainty 


At  first,  following  the  onset  of  disability,  the  individual's  energies  are  mobilized  and  focused 
on  his  immediate  hurt  and  on  his  uncertainties  about  his  physical  welfare.     For  this  initial  period 
the  world  is  contained  within  the  walls  of  his  own  skin,  and  it  is  only  with  the  abatement  of  immedi- 
ate pain  that  he  becomes  able  to  consider  himself  in  relation  to  his  surroundings.     He  may  then  worry 
about  how  the  persons  dependent  upon  him  will  manage,  or  he  may  become  preoccupied  with  the  question 
of  why  the  fates  had  to  deal  him  this  particular  blow.     He  begins  to  become  aware,  vaguely  at  first 
and  then  more  clearly,  that  he  has  acquired  a  new  status — one  that  he  did  not  ask  for  and  does  not 
want  and  one  which  he  did  not  and  does  not  value. 

The  disabled  person  is  forced  to  modify  his  image  of  himself.     This  image  includes  not  only 
what  he  looks  like  in  the  mirror  of  his  mind's  eye  but  also  what  he  thinks  of  himself  as  a  human 
being.     In  many  respects  this  new  status,  or  self-image,  remains  indefinite.     Not  only  does  he  lack 
the  experience  required  to  know  what  he  can  expect  of  himself;  he  does  not  know  what  attitudes  and 
reactions  to  expect  of  others.     The  eventual  outcome  of  his  treatment  and  the  extent  to  which  he  will 
be  rehabilitated  are  questions  which  frequently  remain  unanswerable  for  considerable  periods  of  time. 

All  persons  have  some  difficulties  in  dealing  with  the  uncertain  character  of  life.     By  making 
relatively  accurate  predictions  about  the  immediate  events  that  comprise  their  daily  lives,  they  can 
manage  to  cope  with  life's  larger  uncertainties.     Their  experiences  and  their  use  of  such  experience 
are  usually  sufficiently  relevant  to  the  situation  at  hand  to  afford  an  appropriate  basis  for  their 
expectations.     However,  the  newly  disabled  person  may  find  that  his  previous  experience  is  an  un- 
satisfactory basis  for  the  expectations  he  now  requires. 
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Like  everyone  else,   the  disabled  person  will  pursue  his  quest  for  certainty  wherever  he  can, 
but  his  opportunities  to  do  so  have  become  narrowed  and  restricted.     As  he  struggles  to  reorganize 
his  self-perceptions,  he  must  deal   as  best  he  can  with  the  uncertainties  which  are  presented  to  him 
by  virtue  of  his  changed  status.     To  himself  and  to  others  he  will   point  out  the  signs  which  he 
believes  signify  improvement  or  restoration  of  function,  and  he  may  make  light  of--or  even  fail  to 
recogn i ze--the  negative   implications  of  his  condition.     The  degree  to  which  any  individual  distorts 
or  misperceives  his  situation  will   depend   in  part  on  the  extent  to  which  he  has  had  to  rely  on  such 
distortions   in  the  past   in  order  to  bring  the  world  into  line  with  his  wishes.     It  will   also  depend 
on  the  information  available  to  him  and  the  manner  in  which  such  information  can  be  communicated  to 
him. 


Work  and  Self-reliance 


Central  to  the  self-concept  of  almost  every  adult  in  our  culture,  whether  he  is  aware  of  it  or 
not,  is  the  image  of  himself  as  a  worker.  The  adult  forced  by  disability  into  the  status  of  a  non- 
worker  has  lost  far  more  than  the  wages  he  would  have  earned.  Work  affords  opportunity  for  contact 
with  other  persons,  for  experiencing  a  sense  of  achievement  and  attainment,  and  for  deriving  grati- 
fications from  utilizing  body  and  brain  in  constructive  activities.  The  worker  status  in  our  culture 
commands  such  high  regard  that  the  value  which  the  individual  has  for  himself  may  be  partially 
determined  by  the  status  he  has  had,  or  hopes  to  have  as  a  worker. 

As  the  individual  values  the  image  of  himself  as  a  worker,  so  he  values  his  image  of  himself  as 
a  self-reliant  and  independent  person  who  can  contribute  to  the  satisfactions  and  needs  of  others. 

The  equation  of  self-reliance  with  virtue  is  deeply  ingrained  in  most  persons  in  our  culture. 
The  disabled  person  who  finds  himself  forced  to  revert  to  dependent  behaviors  that  had  been  gradually 
abandoned  years  before   is  confronted  with  a  particularly  difficult  situation.     If  he  does  not  accept 
a  dependent  role  he  may  be  denying  the  actuality  of  his  situation;  but   if  he  capitulates,  his  depend- 
ency may  interfere  with  his  motivation  to  achieve  a  less  dependent  level. 

Protecting  the  Self-concept 


When  a  person's   image  of  himself  must  shift  to  allow  for  his  greater  reliance  on  others,  the 
characteristic  measures  he  has  utilized  to  protect  and  to  maintain  his  self-concept  are  brought  into 
play.     These  same  measures  also  serve  to  protect  him  against  being  overwhelmed  by  anxiety.     Of  course 
it   is  true  that   imposed  dependency  enables  some  persons  to  gratify  unresolved  needs  emanating  from 
deprivations  of  their  childhood.     Dependence  on  others  may  provide  them  with  the  "secondary  gain" 
that  comes  from  the  attention  and  ministration  of  others.     Such  persons  may  comprise  a  large  percent- 
age of  those  clients  who  appear  to  be  poorly  motivated  to  take  advantage  of  the  rehabilitation  oppor- 
tunities available  to  them. 

Some  disabled  persons  blame  themselves  unduly  for  their  disabilities;    in  the  age-old  fashion 
they  equate  misbehavior  with  misfortune.     Such  persons  may  experience  a  degree  of  self-blame  that 
moves  from  guilt   into  depress ion--a  depression  which   is  different  from  a  mourning  for  that  part  of 
one's  self  that  has  been  lost.     Such  depression  also  differs  qualitatively  from  that  which  is  repre- 
sented by  acute  feelings  of   isolation.     And  there  are  the  reactions  to  disability  which  include 
blaming  others  for  one's  misfortunes.     These  angry  and  hostile  reactions  may  be  accompanied  by  a 
denunciation  of  the  world  for  having  inflicted  the  hurt  and  the  disability. 


Disability  and  "Rel atedness" 

In  addition  to  the  anxieties  associated  with  the  fears  of  being  unable  to  cope  with  unknown 
future  contingencies,  the  disabled  person  must  deal  with  anxieties  from  yet  another  source.  All 
persons  share  a  basic  psychological   need  to  feel    in  communion  with  others,   to  feel   a  sense  of 
relatedness  to  their  fellow  men.     This  need  emerges  from  the  physical   conditions  of   infancy,  when 
the  presence  of  adults  close  at  hand  is  associated  with  the  reduction  of  discomfort,  tension,  and 
pain.     Even  short  absences  of  the  adult  can  lead  to  excitation,    irritation,  and  hunger,  while  pro- 
longed absence  can  place  an  infant's  survival    in  jeopardy.     Thus,   the  elemental   character  of  the 
psychological   need  to  feel   related  to  others  has   its  origin   in  the  basic  physical  conditions  of 
the  person's  earliest  experiences.     Any  later  experiences  which  result  in  an  individual's  being 
separated  from  others  are  evocative  of  the  unreasoned  and  often  unreasonable  emotional  reaction 
termed  anxiety. 
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Consider  the  adult  whose  disability  results   in  limitation  of  physical   function  or  in  a  physical 
appearance  which   is  different  from  what   it  has  been  and  different  from  that  of  other  persons.  Simply 
by  virtue  of  his  differences  such  a  person  will  experience  some  sense  of  separation  from  others. 

It  should  be  noted  that  the  extent  of  physical  disability  does  not  directly  reflect  the  degree 
to  which  an  individual  will  experience  separation  from  others.     Along  with  many  other  circumstances, 
changes   in  physical   functioning  and  physical  appearance  can  contribute  to  the  feeling  of  being  apart 
and  distant  from  others.     This  sense  of  loneliness  and  isolation  does  not  depend  on  whether  there 
are  other  persons  actually  close  at  hand,  but  rather  on  whether  the  disabled  person  feels  that  the 
persons  about  him  understand  him,  value  him,  and  love  him.     A  patient  or  client  who  says  "Unless 
this  has  happened  to  you,  you  can't  really  understand"  is  expressing  his  need  to  communicate  his 
feeling  of  separation  and  difference  to  someone  who  can  share  the  experience  with  him  at  an  emo- 
tional   level . 


Attitudes  toward  Disability 


The  feelings  of  difference  and  of  separation  which  are  experienced  by  disabled  persons  suggest 
questions  that  have  not  been  given  sufficient  research  attention.     To  what  extent  are  attitudes  of 
nonacceptance  and  rejection  of  the  disabled  due  to  a  general    lack  of  knowledge  concerning  disability? 
To  what  extent  do  attitudes  of  nonacceptance  of  the  handicapped  represent  a  lack  of  maturity  and  the 
lack  of  mastery  on  the  part  of  the  nondisabled  over  their  own  survival   fears  and  their  own  fears  of 
isolation?     Since  the  attitudes  which  the  disabled  hold  toward  themselves  are  partially  a  reflection 
of  the  attitudes  that  others  hold  toward  them,  and  since  acceptance  of  the  disabled  by  a  widespread 
segment  of  the  population  is  a  basic  objective  of  all  persons  concerned  with  rehabilitation,  a  care- 
ful  research  look  should  be  focused  on  the  attitudes  of  the  nondisabled  toward  disability. 


The  Rehabilitation  Worker  and  the 
Disabled  Person 


The  effective  provision  of   information  and  guidance  to  persons  under  stress  requires  a  high 
degree  of  artistry.     The  person  under  stress  who  is  undergoing  a  major  reorganization  of  his  self- 
perceptions  may  not  be  able  to  evaluate  and  utilize   information  presented  to  him  unless   it   is  pro- 
vided skillfully  by  persons  whom  he  trusts.     Even  if  there   is  no  one  to  assist  him  in  his  re-evaluation 
process  he  will  often  be  able  to  mobilize  his  energies  and  his  psychological   defenses  sufficiently  to 
try  to  fit  together  the  information  which  he  possesses  about  himself  and  his  future  prospects.  The 
competent  rehabilitation  worker,  of  whatever  discipline,  who  skillfully  responds  to  the  person's  need 
for  information  and  for  guidance  can  make  a  distinct  contribution  to  the  person's  efforts  to  clarify 
his  self-image. 

Consider  the  case  of  a  disabled  person  who  selects  a  vocational  objective  which,   in  the  eyes  of 
the  professional   staff,   is   inappropriate  to  his  situation.     What  does  this  objective  to  which  he 
clings  so  tenaciously  represent?     It  can  be  said  that   in  a  complex  way  such  choices  are  efforts  to 
reduce  uncertainty.     No  matter  how  far-fetched  the  objective  may  be,   it  has  substance  for  the  client, 
even  if  it  lacks  meaning  for  his  counselor.     Less  readily  apparent   is  the  effort,   through  the  choice 
of  such  an  improbable  objective,   to  maintain  self-esteem.     And  it  may,    in  fact,   represent  one  of  the 
few  avenues  of  self-esteem  available  to  the  client. 

The  counselor  should  be  aware  that  a  frontal   assault  on  a  client's  cherished  occupational  objec- 
tive may  succeed  only  in  making  a  difficult  case  more  difficult.     The  astute  counselor  knows  that  one 
man  cannot  define  another  man's  reality.     The  counselor  who  is  personally  as  well  as  professionally 
mature  is  able  to  accept  the  client's  right  to  aspire  to  an  "unrealistic"  goal,  without  having  to 
become  his  partner  in  the  maintenance  of  a  fantasy.     He  also  knows  that  the  artistry  in  his  work 
involves  keeping  his  client's  hopes  alive  at  the  same  time  that  he  assists  him  in  making  his  choices 
and  decisions   in  terms  of  the  data  available. 

It  is  essential   for  the  rehabilitation  of  disabled  persons  that  their  isolation  experiences  and 
feelings  be  held  to  a  minimum.     The  eventual   success  or  failure  of  a  rehabilitation  effort  may  well 
hinge  on  the  extent  to  which  an  individual's  movement  toward  the  state  of  psychological  isolation 
has  been  halted  or  redirected  by  effective  treatment,  counseling,   and  training.     When  skilled  reha- 
bilitation personnel   have  early  contact  with  an  individual   following  his  disability,  when  they  permit 
him  to  express  the  concerns  which  are  his,  and  when  they  work  with  him  in  the  planning  and  implement- 
ing of  his  treatment,   training,  and  entry  into  employment,   they  are  actually  helping  him  to  reach  a 
new  perception  of  himself.     When  a  disabled  person  can  accomplish  this  with  a  minimum  of  anxiety,  he 
has  experienced  the  rehabilitation  process  at   its  very  best. 


It  is  of  prime  importance  to  understand  and  to  remember  that  when  disability  occurs  it  occurs 
to  a  person  who  shares  with  all  people  the  need  to  feel   related,  and  who  shares  with  them  the  need 
to  develop  the  hope  and  spiritual  strength  which  will  be  available  during  life's  vicissitudes.  Like 
everyone  else,  the  disabled  person  endeavors  to  avoid  pain,  whether  it  be  the  pain  of  the  body  or 
that  which  comes  with  social   isolation  and  loneliness.     Like  everyone  else,  he  possesses  the  need  to 
feel  acceptable  and  to  be  a  valued  participant  in  the  human  enterprise.     Like  everyone  else,  the  dis- 
abled person  may  have  remarkable  resources  and  strength  and  great  res i 1 i ence--and  like  everyone  else, 
he  utilizes  these  in  dealing  with  life's  adversities.     Like  all  persons,  the  disabled  possess  the 
capacity  to  formulate  and  reformulate  the  values  which  they  derive  from  experience. 

Like  all  persons  who  after  having  felt  alone,  have  felt  loved;  like  all  persons  who  have  experi- 
enced pain  and  the  relief  from  pain;  like  all  persons  who  have  been  dependent  and  then  have  gained 
the  awareness  that  man  is  always  to  some  degree  dependent-- 1 i ke  all  such  persons,  the  disabled  indi- 
vidual may  become  especially  conscious  of  the  world  and  the  people  in  it,  and  especially  responsive 
to  1 ife's  essence. 
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THE  COUNSELOR'S  RESPONSIBILITY 
IN  REHABILITATION 


C.  H.  Patterson 


To  many  people  the  rehabilitation  counselor  is  a  cross  between  a  social  worker  and  a  psychologist. 
Some  feel   that  he  is  basically  a  social  worker,  though  this  view  appears  to  be  less  commonly  held  than 
formerly.     Some  of  us  feel   that  he  is  basically  a  psychologist,  though  this  concept  is  apparently  not' 
yet  universally  accepted.     As  a  result  of  his  uncertain  status,  the  rehabilitation  counselor  is  at 
present  neither  fish  nor  fowl  but  an  unfortunate  mixture.     It  is  my  belief  that  he  will  end  up  as  a 
psychologist—a  counseling  psychologist,  as  distinguished  from  a  clinical  psychologist  or  a  psycho- 
metrician.     In  the  meantime  he  suffers—and  will  continue  to  suffer — because  of  the  ill-defined  nature 
of  his  position,  with  consequent  differences  of  opinion  and  disagreements  regarding  his  duties  and 
f unct  i ons  . 

i  think  we  can  agree  that  social  work  provided  one  of  the  parents  of  rehabilitation  counseling. 
Social  workers  early  in  this  century,  and  even  before,  took  on  by  necessity  some  of  the  duties  of 
rehabilitation  counseling,  particularly  becoming  involved  in  attempts  at  placement  of  the  physically 
and  mentally  disabled.     That  they  engaged   in  little  vocational  counseling  as  we  know  it  today  does 
not  reflect  upon  them,  since  the  tools  and  techniques  of  vocational   counseling  had  not  been  developed. 


Accent  on  the  Vocational 


The  other  parent  of  rehabilitation  counsel i ng— the  father,   if  social  work  may  be  considered  the 
mother— was  vocational  psychology.     Vocational  psychology  was  an  outgrowth  of  World  War  I,  develop- 
ing in  several  universities  during  the  1920's  and  1930's. 

Since  the  development  of  vocational  psychology  most  social  workers  have  been  willing  to  relin- 
quish rehabilitation  counseling  to  it,  though  some  still  appear  to  feel   that  psychology  is  infringing 
upon  their  territory.     But  vocational  psychology  is  now  a  highly  developed  specialty,  and  the  social 
worker  is  not  prepared  by  training  or  experience  to  undertake  vocational   rehabilitation  counseling. 
Again,  this  is  no  reflection  on  the  abilities  or  contributions  of  social  workers.     Even  clinical 
psychologists,  as  ordinarily  trained,  are  not  competent  in  vocational   rehabilitation  counseling, 
though  some  of  them  feel   that  with  a  course  in  occupational   information  and  the  Rorschach  test  they 
are  equipped  to  engage  in  it.     The  rehabi 1 i  tat  ion  counsel  or  i  s  ai  vocat  i  onal  counsel  or  worki  ng  wl th 
d  i  sabl ed  cl i  ents .     This  concept  of  the  rehabilitation  counselor  was  agreed  upon  by  those  counselors 
present  at  the  Conference  on  Counseling  and  Social  Work  in  the  Process  of  Rehabilitation  which  was 
held  at  Boston  University  in  June,  1956. 

Rather  than  discuss  the  details  of  the  counseling  process  or  the  duties  of  the  rehabilitation 
counselor,    I  am  here  undertaking  to  analyze  the  essential   nature  and  objectives  of  the  rehabilita- 
tion process,  and  point  up  some  problems  which  arise  in  achieving  these  objectives   in  vocational 
rehabilitation  counseling. 

We  are  all  familiar  with  the  definition  adopted  by  the  National  Council  on  Rehabilitation: 
Rehab  i 1 i  tat  i  on  i  s  the  restorat  i  on  of  the  hand  i  capped  to  the  f u 1 1  est  phys  ical  ,  mental  ,  social ,  voca- 
t  ional  ,  and  economic  useful ness  of  wh  i  ch  they  are  capabl e.     According  to  this  widely  accepted  view, 
rehabilitation  is  a  mu 1 t i d i sc i pi i nary  process,  having  many  aspects,   requiring  many  specialists. 
Vocational   rehabilitation  is  only  one  aspect  of  the  total  process  and  the  vocational  rehabilitation 
counselor  only  one  of  the  specialists. 

But  he  is  an  important  specialist,  and  no  one  else  can  adequately  help  the  client  achieve  voca- 
tional  rehabilitation.     Such  being  the  case,   I  do  not  think  it  wise  or  desirable  to  try  to  play  down 
the  vocational  counseling  aspect  of  the  counselor's  duties,  or  to  eliminate  the  adjective  vocational 
from  his  title,  except  possibly  for  brevity  in  reference.     Of  course  the  rehabilitation  counselor  is 
concerned  with  the  total  adjustment  of  the  client.     But  so  are  all   the  other  rehabilitation  special- 
ists.    The  unique  contribution  of  the  counselor  is  the  assistance  he  gives  with  vocat  ional  adjustment 
No  other  member  of  the  team  is  equipped  or  qualified  to  work  in  this  area,  and  the  counselor  should 
not  feel   that  he  is  limited,  any  more  than  any  other  specialist,  because  his  major  concern  is  with 
one  aspect  of  the  rehabilitation  process. 
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While  the  total   rehabilitation  process   is   interdisciplinary,  neither  rehabilitation  counseling 
nor  any  of  the  other  specialties   is  an  interdisciplinary  profession.     Such  a  phrase  is  a  contradic- 
tion  in  terms.     Each   is  a  specialty  in  its  own  right,    its  practitioners  acquainted  with  the  contri- 
bution of  others  to  be  sure,  but  basically  trained   in  one  particular  profession.     The  counselor  is 
basically  trained   in  vocational   counsel i ng--or  counseling  psychology,  as   it   is  now  called--and  no 
more  than  any  other  member  of  the  rehabilitation  team  should  he  be  trained   in  the  fields  of  the 
other  specialists.     I   see  no  need  or  place  for  a  new  professional   person  who  is  not  trained   in  a 
specialty  but  has  a  smattering  of  training  in  a  number  of  specialties. 


CI i ent  at  the  Center 


We  are  laboring  under  the  difficulties  of  a  paradoxical   situation.     On  the  one  hand,  rehabili- 
tation counseling  is  too  broadly  conceived.     The  rehabilitation  counselor   is  thought  of  as  everything 
from  an  eligibility — or  legal--clerk  to  a  placement  expert  and  training  supervisor.     He   is  expected 
to  perform  a  multitude  of  duties,  often  unrelated  and   inconsistent  with  each  other.     Unlike  any  other 
member  of  the  rehabilitation  team,  who  are  all   thought  of  as  specialists,  he  is  expected  to  be  a 
Jack-of-al 1 -trades . 

On  the  other  hand,    I   should  like  to  suggest  that  although  the   immediate  objective  of  rehabilita- 
tion counseling  is  vocational   placement,   this  objective   is  often  too  narrowly  conceived   in  rehabili- 
tation counseling.     The  stress  on  placement  has   led  to  neglect  of  the  means  by  which  placement  is 
accomplished,   and  the  results  of  their  use   in  terms  of  psychological   and  social   effects  on  the  client. 
Placement   is  frequently  achieved  without  counseling,  or  the  counseling  is  essentially  a  process  of 
coercing  the  client   into  accepting  the  placement  which   is  available  through  the  counselor.  Basic 
principles  of  client  participation  are  neglected.     He   is  not  given  the  opportunity  to  work  things 
through  for  himself.     To  some  extent  at   least  this   is  a  result  of  the  counselor's  having  too  many 
other  things  to  do  to  be  able  to  take  the  time  necessary  for  counseling. 

The  objectives  of  rehabilitation  set  forth   in  the  definition  given  earlier  have  an  implication 
that  has  not  been  sufficiently  recognized.     Common  to  the  specific  objectives  of  physical,  mental, 
social,  and  economic  usefulness   is  the  concept  of  i  ndependence .     This   is  a  concept  which  has  long 
been  held  in  social  work,  and   its   implied  presence   in  the  goals  of  rehabilitation  is  perhaps  the 
reason  why  social  workers  feel   they  have  been  engaged   in  rehabilitation  for  a  long  time.     The  fact 
that   in  rehabilitation  circles   it   is  more  often   implied  than  practiced   is  also  perhaps  one  of  the 
reasons  why  social  workers  are  often  disturbed  by  the  practice  of  rehabilitation.     For   it   is  un- 
fortunately true  that   in  too  many   instances  rehabilitation  is  doing  something  to  and  for  the  client, 
rather  than  allowing  him  to  do  things  for  himself.      It   is  often  easier  to  operate  this  way,  particu- 
larly under  the  pressure  of  time  limitations.      It   is  easier,  and  faster,   to  decide  what  the  client 
should  have  and  do,   to  get   i't  for  him  and  to  tell   him  what  to  do,   than   it   is  to  go  through  the 
process  of  helping  him  decide  what  he  should  have  and  should  do.     But   it   is  just  this  counselor- 
determined  procedure  that  fosters  dependence. 

Social  workers  at  the  above-mentioned  Conference  on  Counseling  and  Social  Work,  apparently  recog- 
nizing this  attitude  on  the  part  of  rehabilitation  counselors,   felt   it  necessary  to  emphasize  the 
point  of  view  of  social  work.     "Implicit   in  the  social  work  philosophy,"  they  agreed,   "is  a  deep 
belief  in  the  integrity  of  the   individual,    in  his  capacity  and  right  to  determine  the  way  of  life 
which   is  best  for  him....     Social  work  be  I i eves . . . that   if  he   is  given  sufficient  understanding  and 
help   in  making  each  step  toward  recovery,  he  may  be  able  to  make  his  own  vocational  plan." 

Now  this   is  nothing  new  to  psychology,  or  psychological  counseling.     it   is  an  excellent  state- 
ment of  the  client-centered  philosophy  of  counseling  which   is  now  over  fifteen  years  old.  But 
rehabilitation  counselors  have  been  peculiarly   impervious  to  the   influence  of  this  approach  to 
counseling.     Some  would  no  doubt  claim  that  the  nature  of  the  clients  and  their  problems   is  not  such 
as  to  make  this  approach  suitable.     Yet  social  workers  have  dealt  with  the  same  kind  of  clients  for 
many  years  and  still  maintain  their  philosophy  and  their  client-centered  practice.     Perhaps  the  con- 
ditions under  which  much  of  rehabilitation  counseling  is  conducted,  as   indicated  above,  account  for 
the  difficulty.     Some  counselors  actually  take  the  attitude  that  the  client  will   be  rehabilitated, 
whether  he  wants   it  or  not,  and  as  quickly  as  poss i b I e--thus  adding  another  closure  to  the  statisti- 
cal record. 

It   is  true  that  medical   care,  perhaps   in  part  by   its  very  nature,    induces  and  encourages   in  the 
client  an  attitude  of  dependency,   so  that  when  the  counselor  comes   into  the  situation  the  client  is 
ready  to  transfer  this  dependency  to  him. 


Implications  and  Consequences 


If  we  accepted  independence  as  the  goal   of  rehabilitation,  and  worked  toward  this  rather  than 
toward  immediate  or  easy  placement,  we  would  probably  have  more  long-term  successes  and  fewer  clients 
returning  for  additional   services  or  new  placements.     Having  developed  attitudes  of  independence, 
they  would  be  able  to  better  handle  the  changes  that  come  and  the  problems  that  arise  in  their  lives. 
And  having  participated  more  actively  and  fully  in  the  solution  of  their  own  vocational  problems, 
they  would  be  less   likely  to  abandon  the  objective  or  find   it  uninteresting  or  unsuitable. 

If  we  accepted   independence  as  the  goal  of  rehabilitation,  how  would  our  counseling  be  affected-- 
how  would  it  be  conducted  to  achieve  this  result   in  the  client? 

Independence  is  achieved  by  practice   in  taking  responsibility  for  oneself.     In  the  case  of  the 
rehabilitation  client  this  practice  should  be gin  Jji  the  counsel  i ng  process ,  or   it   is  unlikely  to 
develop  later. 

But  just  how  does  the  counselor  encourage  this  taking  of  responsibility,   this  development  of 
independence  in  the  client?     Rather  than  review  the  familiar  techniques  and  tools  of  counseling, 
which  in  this  connection  are  secondary,   let  me  call   attention  to  some  of  the  aspects  of  counseling 
which  make  possible  the  development  of  responsibility  and   independence  on  the  part  of  the  client. 

First  on  the  list   is  an  attitude  on  the  part  of  the  counselor  which   I  am  sure  all  would  agree 
is   important  but  most  counselors  would  feel  needs  no  mention  because  it   is  generally  taken  for 
granted.     It   is  the  recognition  of  the  client  as  a  human  being,  a  person,  with  the  capacity  to  help 
himself  if  given  the  opportunity.     He  may  be  lacking  in  self-confidence,  may  have  lost  respect  for 
himself.     But  the  beginning  of  the  restoration  of  self-respect   is  the  experience  of  the  respect  of 
others.     The  counselor  can  act  as  an  important   influence  in  this  struggle  back  to  confidence  and 
self-respect,  by  treating  the  client  as  an  individual  worthy  of  respect,  a  person  deserving  of 
consideration,  whose  ideas,   feelings,  and  desires  are  important. 

The  second  aspect  of  counseling,   like  the  first,    is  given  universal    lip  service,  but  suffers  in 
practice  as  the  counselor  becomes   involved  with  heavy  case  loads,  case-hardened  with  long  experience. 
It   is  an  extension  of  the  attitude  just  mentioned.     The  handicapped  client  must  be  treated  as  a 
unique  individual,  not  as  a  case--as  a  person  with  an  amputation,  a  heart  condition,  or  an  emotional 
disturbance,  not  as  "an  amputee,"  "a  cardiac,"  or  "a  case  of  paranoid  schizophrenia."    The  client  is 
always  a  person  wi  th  a  hand  i  cap ,  not  a  d  i  sab  i 1 i  ty  type.     Thinking  of  the  client  as  a  disability 
focuseson  his  liabilities,  on  his  dependence,   rather  than  on  his  assets  and  capacity  for  becoming 
i  ndependent . 

The  third  manifestation  of  confidence   in  the  client's  capacity  for  taking  responsibility  for 
himself  in  the  solution  of  his  problems   is  the  attempt  to  really  understand  the  client--his  problems 
as  he  sees  them,  his  point  of  view.     This   is  achieved  by  use  of  the   internal   frame  of  reference  in 
dealing  with  a  client.     That  is,   instead  of  concentrating  on  the  externals,  the  so-called  facts,  the 
counselor  concentrates  on  the  attitudes,  feelings,  and  perceptions  of  the  client.     It  has  been  demon- 
strated that  when  the  counselor  attempts  to  really  understand  the  client,  his  attempt  to  do  so  helps 
the  client  to  clarify  his  thinking  about  himself  and  his  problems  and  thus  to  develop  his  own  solutions. 

A  fourth  feature  characteristic  of  this  approach  to  counsel i ng-- i n  some  ways  an  outgrowth  of  the 
preceding  three--is  a  recognition  of  the  extent  of   individual  differences  among  clients.     Every  client 
is  different;  no  two  people  are  alike.     Clients  with  similar  disabilities  differ   in  a  multitude  of 
respects  more  important  for  their  eventual  occupational   adjustment  than  the  disability  which  they 
have  in  common.     Classification  of  clients   is  thus  not  helpful;   indeed   it   is  harmful    in  that   it  tends 
to  conceal   significant   individual   differences.     This   is  true  even   in  terms  of  physical   abilities  and 
disabilities,  and   is  particularly  significant  when  we  are  dealing  with  psychological  characteristics. 
When  we  recognize  the  importance  of   individual   differences,  we  can  see  the   impossibility  of  attempt- 
ing to  impose  preconceptions  about  appropriate  occupations  upon  a  client  with  a  particular  disability. 
Every  client   is  an  exception  in  some  respect.     Because  he  is  so  different,  we  must  depend  on  his 
ability  to  achieve  his  own  solutions   if  they  are  to  be  appropriate  and  fit  his  uniqueness.  Our 
experience  with  any  number  of  other  clients  does  not  qualify  us  to  prescribe  an  occupation  for  this 
particular  individual,  whom  we  can  never  know  completely,  nor  as  well   as  he  can  know  himself  if 
given  the  opportunity. 

Finally,  from  this  recognition  of   individual  differences   it   is  clear  that  the  counselor  can  have 
no  stereotypes  of  occupational  choices.     There  are  no  lists  of  jobs  appropriate  for  those  with  a  par- 
ticular d i sab i 1 i ty--unl ess   it   is  a  reprint  of  the  Dictionary  of  Occupational  Titles.     We  are  beyond 
the  point  where  we  make  shoe  repairmen  of  all   amputees,  and  broom  makers  of  all   the  blind,  but  we 
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still  feel  that  we  must  exert  pressure  on  clients  away  from  some  occupations  and  towards  others.  Of 
course,  there  are  some  things  the  individual  client  cannot  do,  and  perhaps  in  some  cases  the  counse- 
lor is  aware  of  this  when  the  client  is  not.  But  it  is  surprising  how  often  the  counselor's  original 
judgment  is  proven  wrong  if  he  yields  and  allows  the  client  to  make  a  try  at  what  he  wants  to  do.  A 
major  criterion  of  successful  counseling  is  the  development  in  the  client  of  an  understanding  of  him- 
self so  that  the  choice  or  decision  he  makes  is  an  appropriate  one  for  him.  Counseling  as  outlined 
here  helps  to  assure  this  result. 

Let  us  briefly  compare  this  description  of  counseling  with  the  usual  description  of  the  functions 
of  a  rehabilitation  counselor.     The  rehabilitation  counselor's  job  is  frequently  defined  in  some  such 
terms  as  the  following:     He  determi  nes  the  eligibility  of  clients  and  the  feasibility  of  their  reha- 
bilitation; he  appra  i  ses  the  client's  vocational  potential  and  the  probability  of  his  success;  he 
eval uates  the  suitability  of  various  jobs;  he  i  nterv  i  ews  the  cl ient  toward  rea 1 i  s  1 1 c   (as  defined  by 
himself)  goal s  ;  he  devel ops  a  vocat  ional   rehabilitation  pi  an  with  all    its  parts;  he  carr  i  es  out  the 
plan,    implementing  and  administering   its  various  aspects;  he  makes  referral s  to  related  services. 
One  might  ask;     What   is  the  client  doing  all   this  time?     Too  often  he  is  literally  doing  nothing, 
except  what  he  is  told  to  do  by  the  counselor. 

Counseling  towards   independence  requires  time  and  patience.     It  j_s  easier  to  do  things  for  a 
client  than  to  wait  for  him  to  do  something  for  himself.      It   is  much  easier  and  faster  to  tie  a 
child's  shoes  than  to  wait  through  his  fumbling  efforts.     But  if  you  do  it  every  time  for  him,  the 
child  will   never  learn  to  do  it  for  himself.     So  in  counseling  the  handicapped.     If  others,  includ- 
ing the  counselor,   take  the  responsibility  for  doing  things  for  the  client,  he  will   never  learn  to 
do  things  for  himself.     Counseling,  as  has  often  been  pointed  out,    is  a  learning  process.     And  more 
important  than  certain  specific  1  earn i ngs--about  the  requirements  and  limitations  of  specific  jobs, 
for  example—is  the  basic  learning  of  dependence  or   independence  which  is  going  on  throughout  the 
rehabilitation  process.     The  counselor  who  expects  the  client  to  learn  to  take  responsibility  for 
himself,  but  takes  responsibility  for  the  client  during  the  counseling  process,  will  be  disappointed. 
Experience  shows  that  this   is  what  frequently  happens.     The  client  learns  what  he   is  taught,  and  the 
attitudes  and  activities  of  the  counselor  during  counseling  teach  either  dependence  or  independence. 

Which  of  the  two  descriptions  of  the  counselor's  functions,  do  you  think,    is  most  likely  to 
result   in  the  development  of  responsibility,  of  social   and  occupational    independence,    in  the  client? 
How  long  will    it  be  before  we  can  say,  as  did  the  social  workers,   that   rehabilitation  counseling 
"bel ieves  that   if  he  is  given  sufficient  understanding  and  help  in  making  each  step  toward  recovery, 
/the  cl ient/  may  be  able  to  make  his  own  vocational  plan"? 
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AN  OPERATIONAL  DEFINITION  OF  REHABILITATION 
COUNSELING 

Lloyd  H.  Lofquist 


Use  of  the  word  "operational"  in  the  title  of  this  paper  may  appear  to  give  it  a  certain  air  of 
profundity.     This  is  not  intended.     Operat  i  onal  def  i  n  i  t  i  on ,  as  used  here,  simply  means  a  statement  of 
operations  and  procedures  employed  in  rehabilitation  counseling.     Nothing  is  implied  as  to  truth, 
correctness,  or  scientific  validity.    The  purpose  of  the  paper  is  to  define  counseling  in  terms 
that  relate  to  effective  procedures  counselors  may  wish  to  consider  and  perhaps  to  use. 

What  about  the  term  "rehabilitation  counseling"?    We  will  consider  the  counseling  process  in 
some  detail.     But  two  points  regarding  this  writer's  orientation  must  be  made  clear  in  advance. 

Fi  rst,  he  is  convinced  that  rehabilitation  counseling  is  not  a  specialty  separate  from,  or  dif- 
ferent from,  counseling  psychology,  but  rather  j_s  counseling  psychology  plus  an  overlay  of  medical 
and  paramedical  knowledge  necessary  in  the  particular  setting  in  which  the  counselor  practices.  We 
train  counselors,  not  specialty  persons  called  rehabilitation  counselors.     We  train  counselors  in 
counseling  techniques  and,   in  addition,  we  overlay  their  training  with  special   rehabilitation  knowl- 
edge which  we  hope  will  facilitate  their  adjustment  to  the  special  work  settings  in  which  they  will 
function.     The  same  kind  of  orientation  would  apply  to  the  training  of  college-student  counselors, 
secondary-school  counselors,  and  employment-service  counselors. 

Second ,  when  this  writer  talks  about  counseling  psychology,  he  is  referring  to  vocat  ional  coun- 
seling—  i.e.,  counseling  oriented  toward  vocational  p 1 ann i ng--not  to  therapeutic  counsel i ng--not  to 
clinical  counseling.     Excluded  also  are  the  many  other  kinds  of  counseling,  such  as  marriage,  pastoral, 
legal,  beauty,  investment. 

We  are  talking,  then,  about  vocational  counseling  seen  as  a  process  that  is  essentially  the  same 
in  different  settings,  such  as  that  of  the  rehabilitation  counselor,  the  student  counselor,  the  hos- 
pital counselor,  the  employment-service  counselor,  and  the  adult  counselor  in  a  private-agency  setting. 
The  emphasis  is  on  vocational  planning.    The  setting  differs,  and  may  require  much  additional  "knowl- 
edge of  setting,"  but  the  process  remains  the  same. 


Keeping  the  Goal   in  View 


At  this  point  the  reader  may  feel   like  objecting  by  saying  that  rehabilitation,  and  rehabilita- 
tion counseling,  entail  much  more  than  vocational  planning.     The  writer  heartily  agrees.     But  the 
point  must  be  firmly  made  that  without  vocational  adjustment  and  the  planning  it  requires  there  is, 
in  the  majority  of  instances,  no  real   rehabilitation.     Take  the  usual  definition  of  rehabilitation 
as  "the  restoration  of  the  handicapped  to  the  fullest  physical,  mental,  social,  and  economic  useful- 
ness of  which  the  individual   is  capable."    This  is  essentially  saying  we  must  help  the  individual  to 
reintegrate  with  his  society  with  optimum  success.     In  our  work-oriented  and  dollar-oriented  society 
there  seems  to  be  little  likelihood  of  achieving  this  rehabilitation  goal  unless  vocational  planning 
is  seen  as  one  of  the  essentials  of  the  process.     Even  the  success  of  the  medical  portion  of  reha- 
bilitation, with  avoidance  of  recurring  or  aggravated  disablement,  depends  in  large  measure  on  how 
the  individual  meets  his  needs  through  vocational  activity. 

This  writer  is  convinced  that  counseling  is  important,  and  that  it  is  vocational   in  its  orienta- 
tion.    Perhaps,   if  we  are  to  function  effectively  as  vocational  counselors,  we  need  to  know  what  we 
are  up  to — our  goals,  why  we  are  so  engaged,  and  how  we  hope  to  achieve  the  goals  we  set.     It  might 
help  to  try  to  spell  out  a  general  definition  of  vocational  counseling,  choosing  our  terms  carefully 
and  examining  the  major  terms  in  our  resulting  definition. 

Perhaps  this  seems  a  rather  elementary  way  to  proceed.     Perhaps  also  we  need  to  get  down  to 
brass  tacks  occasionally  in  order  to  stimulate  examination  of  the  effectiveness  of  our  present 
techniques — and  to  find  out  how  well  we  carry  out  these  techniques.     Ask  your  fellow  counselors 
to  define  counseling  for  you--to  tel 1  you  what  they  do.     What  answers  will  you  get? 
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Profess i onal --or  Only  Pretentious? 


Most  counselors  will   agree  that   it   is  their  job  to  facilitate,  by  some  means  or  other,   the  voca- 
tional  adjustment  of  the  counselees  with  whom  they  work.     But  few  persons  with  the  words  "vocational 
counselor"  in  their  job  titles,  or  those  working   in  settings  where  vocational   planning   is   implied,  seem 
able  to  define  their  functions   in  specific  terms.     Perhaps  the  specific  meaningful    terms  that  come 
to  mind  do  not  sound  professional  enough  to  them,    in  terms  of  their  stereotype  of  the  psychological 
counselor.     In  any  event,  when  pressed,   the  counselor  often  comes  up  with  a  number  of  vague  but 
"exciting"  terms,  such  as:     adjusting  to  a  changing  "sel f -concept , "  allowing  for  "self-realization," 
reconstructing  a  "broken  body   image."  assisting  the  counselee  through  his  "period  of  mourning," 
employing  "psychotherapeutic  techniques,"  working  with  the  "whole   individual,"  or  partners   in  a 
"dynamic  process."    Or,  after  making  a  meaningful,   specific  statement  of  functions,   the  counselor 
indicates  his  own   insecurity  by  apologizing  for  sounding  "much  too  directive." 

There  seems  to  be  a  growing  need  to  sound  clinical   and  to  refer  to  little  understood,  mysterious, 
but  "new-sounding"  concepts,  and  to  look  to  the  future  for  even  more  exciting   (if  no  more  useful) 
ideas.     Perhaps  vocational   counselors  should  take  the  time  now  to  consider  the  utilization  of  knowl- 
edge already  available;  should  know  enough  about  the  "old"  literature  to  realize  that  the  "exciting 
concepts"  of  today  often  simply  restate  "old"  writings,  or  are  often  not  we  1 1   supported  by  ev i dence. 


Definition   in  Terms  of  Procedure 


The  following  may  serve  as  a  simple  but  more  workable  operational  definition  of  counsel i ng--the 
kind  of  counseling  with  which  this  writer  feels  rehabilitation  counselors  should  be  concerned. 

Vocational   counsel ing   is  a  cont  i  nuous   1  earn  i  ng  p  rocess   involving  interaction 
in  a  nonauthor  i  tar  i  an  fashion,  between  two  i  nd  i  v  i  dual s  whose  probl em-sol v  i  ng 
efforts  are  oriented  toward  vocational   planning.     The  profess  i  ona 1  vocational 
counselor  and  the  counsel ee  w  i  th  a  probl em  are  concerned  not  only  with  sol u t  i  on 
of  the  immed  i  ate  probl em ,  but  al so  with  pi ann  i  ng  new  techn  i ques  for  meet  i  ng  future 
probl ems .     While  the  counselee  has  need  for  anx  i  ety-reduct  i on  concerning  his  voca- 
tional  problem  or  set  of  problems,  psychopathol ogy  is  not   involved  and  the  coun- 
selee is  capable  of  1  earn  i  ng  new  att  i  tudes  and  app  ra  i  s  i  ng  vocat  i  ona 1    rea 1  i  ty  with 
reference  to  his  un  i  que  assets  and  1  i  ab  i 1  i  ties,  without  first  requiring  a  major 
restructuring  of  his  personality.     Psychotherapy  may  result   in  some  measure;  but 
vocational   planning,  not  psychotherapy,    is  the  primary  orientation  of  the  process. 
The  vocational   counselor  serves   in  this   learning  process  as  the  reinforcing  agent , 
f ac  i 1 i  tator  of  counse 1 ee  act  i  v  i  ty  ,   resou rce  person ,   and  expert  on  techn  i  ques  for 
discovering  additional  data  relevant  to  the  vocational   planning.     The  counselor 
also  learns  continuously   in  the  process,  but  keeps  his  need  satisfaction  demands 
at  a  level   subservient  to  those  of  the  counselee. 

Before  the  vocational  counseling  process  can  begin  to  operate  effectively  there  must  be  establish- 
ment of  mutal   acceptance  and  unders  tand  i  ng .     This   is  more  than  surface  good  feeling,  and  may  be  quite 
different  from  apparent  rapport.      It   involves  such  things  as  empathy,  a  willingness  to  a  1 1 ow  i  nd  i  v  i  d- 
ua 1 s  to  d  i  f f er  ,  a  respect  for  human  d  i  gn  i  ty  ,  a  focus  on  the  un  i  queness  of  the  counselee,  an  expectation 
and  willi ngness  for  part  i  c  i  pat  i  on  on  the  part  of  the  counselee,   an  absence  of  cyn  i  c  i  sm  on  the  part  of 
the  counselor,  and  a   (based  on  fact)  conviction  by  the  counselor  of  his  competence  as  a  professional 
person. 

Flexibility  and  change  in  the  vocational  counseling  process  is  not  limited  to  the  counselee. 
From  the  moment  of  the  initial  referral,  the  counselor  is  continuously  engaged  in  making  a  series 
of  pred  i  ct  i  ons ,  based  on  a  series  of  hypotheses  which  are  proposed  and  tested  throughout  the  process. 

These  statements  may  provide  a  basic  definition  of  the  major  elements  in  the  vocational  counsel- 
ing process.  The  terms  used  need  to  be  discussed  in  greater  detail.  First,  however,  it  may  be  help- 
ful to  discuss  briefly  some  terms  that  have  been  excluded  from  the  basic  definition,  and  to  give  some 
of  the  reasons  for  their  exclusion. 

We  have  said  that  the  orientation   is  vocational   planning  and  not  psychotherapy.     Persons  who 
require  the  major  emphasis  on  personality  restructuring  through  psychotherapy  should  be  referred  to 
a  professional   person  competent  to  work  in  this  area--a  psychiatrist,  clinical   psychologist,  or 
psychiatric  social  worker  trained  as  a  therapist.     The  contention  here   is  that  the  counseling  psycho- 
logist  (except   in  very  rare   instances)    is  not  trained  to  be  both  competent   in  psychotherapy  and 
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competent   in  vocational   planning.     Furthermore,    it  seems  reasonable  to  doubt  that  a  "counselor"  can 
function  effectively  as  a  link  to  the  world  of  work  reality  if  he  sees  his  role  as  primarily  that  of 
a  person  who  restructures  personality  and  whose  interests  center  mainly  around  psychopathology. 
Efforts  are  being  made  in  many  institutions  to  train  the  "generic  psychologist"  who  can  be  all  things 
to  all  men.     It  seems  likely  that  this   is  not  being  accomplished  effectively. 

Self-realization  does  not  appear   in  our  definition,   for  the  reason  that   it  may  be  an  overrated 
idea  if  taken  as  literally  as  many  of  our  colleagues  seem  to  have  taken   it.     Few  would  question  the 
desirability  of  centering  on  the  counselee's  problems,  and  of  emphasizing  the  need  of  counselee 
participation.     But  to  feel   that  the  counselee,  with  counselor  encouragement,  has  the  ability  and 
the  power  to  realize  his  aspirations,   to  satisfy  his  needs,    is  another  story.     This  assumes  too  much. 
A  look  at  the  pressures  and  restrictions  operating  in  the  society  in  which  we  live,  and  particularly 
the  realities  of  the  labor  market,  makes  it  apparent  that  certainly  at  the  middle  and  lower  socio- 
economic levels,   relatively  little  real   freedom  for  self-realization  exists.     If  we  are  realistic, 
is   it  not   imperative  that  the  counselor   interpret  such  matters  as  employer  restrictions,  employer 
attitudes,  union  regulations,  economic  demands,   licensing  laws,   labor  supp I y-and-demand  factors,  and 
attitudes  toward  hiring  the  handicapped  as  a  part  of  the  counseling  process?     Isn't  complete  accept- 
ance of  the  self-realization  principle  somewhat  naive  and  esoteric?    As  an  aid  for  de-emphasis  on 
completely  authoritarian  counseling,  or  mechanical  counseling  not  centered  on  counselee  problems, 
the  principle  has  had  some  beneficial  effects,  but  as  a  guide  for   interview  procedure  in  counseling, 
it  has  little  to  contribute. 


Concepts  Familiar  but  Not  Always  Useful 

Adjustment  of  the  whole  individual    is  certainly  desirable.     We  have  not   included  this  terminol- 
ogy in  our  definition,  however,  because  it  tells  us   little  that   is  new  and  specific  to  the  vocational 
counseling  process.     Obviously  the  vocational  counselor  cannot  function  effectively  if  he  narrowly 
isolates  vocational   problems,   to  the  exclusion  of  other  problems  pertinent  to  the  whole  person.  He 
must  attend  to  a  vocat ional -problem  configuration  against  the  total   adjustment  background  of  the 
individual.     If  the  total  background  permits  no  crystallization  of  a  vocational   set  of  problems, 
perhaps  there  is  no  problem--or  perhaps  the  situation  is  not  one  that  lends   itself  to  the  special 
competencies  of  the  vocational  counselor. 

In  our  definition  we  have  preferred  to  talk  about  changing  attitudes  in  a  learning  process. 
Self-concepts  were  not   included  because  we  seem  to  have  adequate  descriptive  terms  without  adding 
this  complication.    When,  however,  we  stress  the  need  for  mutual  acceptance  before  vocational  plan- 
ning can  really  begin,  the  vocational  counselor  can  perhaps  benefit  from  an  awareness  of  the  psy- 
chology of  personal  constructs.     He  needs  to  concern  himself  with  such  matters  as  how  a  counselor 
is  seen  by  society,  how  a  counselor  is  seen  by  the  counselee,  and  by  himself.     He  also  needs  to 
consider  how  the  counselee  is  seen  by  society,  by  the  counselor,  and  by  himself.     Important  emphasis 
is  here  placed  on  establishing  a  relationship  of  acceptance  that  takes   into  account  these  various 
constructs,  so  that  this  accepting  relationship  can  be  realistic  enough  to  lead  to  the  understanding 
so  necessary  in  the  counseling  process.     This   involves  a  willingness  to  acquire  knowledge  of  the 
possible  constructs  involved.     Perhaps  the  change  that  takes  place  in  the  vocational  counseling 
process  proper  is  adequately  described  as  attitude  change  even  without  recourse  to  such  terms  as 
sel f -concept . 

The  notion  of  body  image,  somewhat  useful    in  counseling  the  physically  handicapped  counselee, 
is  another  that  has  probably  been  overworked.     The  body-image  concept  would  seem  to  be  helpful  mainly 
in  emphasizing  the  need  for  counselor  empathy  and  counselor  sensitiveness  to  the  feelings  and  the 
predicament  of  his  counselee.     Beyond  giving  this  kind  of  desirable  emphasis,    it  appears  actually  to 
have  added  little  to  the  counseling  process.     How  do  we  really  demonstrate  the  existence  of  a  body 
image,  of  a  shattered  body  image,  of  a  mended  one?     How  do  we  demonstrate  the  integration  by  the 
individual  of  a  new  body  image  into  his  scheme  of  adjustment? 

Since  we  are  paying  little  heed  to  such  notions  as  self-realization,  psychotherapy  as  a  primary 
orientation  in  vocational   planning,  and  body   image,  you  may  get  the  feeling  that  what   is  being  advo- 
cated is  a  rather  rigid,   tightly  structured,  form-bound  kind  of  counseling  process.     This   is  not  the 
case.     The  strictly  1 ega 1 -adv i sory ,    information-giving,  counselor-problem-solving,   form-bound  kinds 
of  counseling  are  not  productive  and  useful   for  us.     The  main  emphasis  in  this  discussion  is  on  what 
kind  of  framework  the  counselor  can  build,  within  which  he  can  realistically  and  comfortably  operate. 
What  definition  of  counseling  can  he,   taking  advantage  of  present  knowledge  in  psychology,  use  as  a 
guide  for  his  required  functioning  as  a  facilitator,   reinforcing  agent,  and  resource  person  in  a 
process  of  attitude  change  oriented  toward  vocational   planning?    With  this   in  mind  let  us  examine 
somewhat  more  closely  some  of  the  terminology  that  has  been  included  in  our  definition  of  vocational 
counsel ing. 
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Factors   in  Effective  Counseling 


The  first  thing  stressed   is  "a  continuous   learning  process."    The  word  cont  i nuous   is  used  to 
emphasize  the   idea  that  counseling,  despite  case  load  demands,  may  not  be  effectively  done  in  any 
small,  certain  number  of  interviews  per  counselee.     Too  often  the  administrative  demands  for  pro- 
duction tend  to  preclude  effective  counseling.     The  number  of  counseling  interviews  will  obviously 
depend  upon  the  individual  problems  presented  and  the  rate  of  progress  attained  by  counselor  and 
counselee. 

When  we  use  the  term  1  earn  i  ng  process  and  later  in  our  definition  speak  of  the  counselor  as  a 
re  i  nf ore  i  ng  agent  and  f ac  i 1 i  tator  in  the  learning  process,  we  are  saying  that  we  cannot  assume  that 
learning  will  somehow  take  place  by  itself  without  reference  to  the  behavior  of  counselor  and  coun- 
selee in  the  counseling  interviews.     Very  simple  kinds  of  verbal   reinforcement  do  change  behavior. 
The  counselor  is  in  a  most  sensitive  position.     He  needs  to  evaluate  each  bit  of  counselee  behavior 
as  it  occurs  in  the  counseling  interviews.     He  is  not  "safe"  in  taking  a  very  nond i rect i ve ,  "inactive," 
authoritarian,  or  some  other  general,   rigid  position  throughout  the  series  of   interviews.     It  is  not 
safe  to  assume  that  what  seems  to  be  absence  of  reaction  on  his  part  has  no  rewarding  or  nonrewarding 
effect  on  the  counselee's  behavior.     The  counselor  should  operate  on  a  selective  basis,  determining 
which  behavior  is  to  be  reinforced  and  which  behavior   is  not  to  be  so  reinforced.     Often  the  counselor 
feels  that  if  he  has  a  situation  of  good  rapport,  and  if  he  and  the  counselee  get  together  enough 
times,  somehow  things  will  work  themselves  out,  his  behavior  being  of  little  or  no  consequence. 
Research   in  the  psychology  of  human  learning  would  seem  to  indicate  that  such  is  not  the  case. 

Use  of  the  terms   i  nteract i  on  and  nonauthor  i  tar  i an ,    in  our  definition,    indicates  that  perhaps 
the  counselor  will  operate  most  effectively  in  counseling  interviews   if  his  behavior  lies  midway 
between  the  completely  nondirective  and  the  completely  directive.     Counseling  is  a  two-way  process-- 
a  process  of  genuine  interaction  between  counselor  and  counselee  rather  than  one  of  direction  by  one 
or  the  other  individual. 

The  emphasis  on  a  two- i nd i v i dual   situation  reflects  the  writer's  feeling  that,  while  group  coun- 
seling may  achieve  some  goals   in  vocational  orientation  as  a  preparation  for   individual  counseling, 
it  is  only  in  a  one-to-one  situation  that  there  can  be  developed  the  closeness  necessary  for  effective 
learning  relevant  to  unique   individual  problems. 

Emphasis  on  the  word  profess  ional  in  our  definition  calls  attention  to  the  fact  that  the  coun- 
selor must  really  feel  himself  able  to  function  effectively  as  a  counselor  and  to  make  professional 
decisions  when  these  are  called  for.  Too  often  counselors  refer  to  actions  they  have  taken  as  being 
similar  to  what  "they"  or  "we"  usually  do  in  this  or  that  kind  of  situation.  A  counselor  who  is  so 
tied  up  in  superv i s i onal  restrictions  that  he  does  not  truly  feel  himself  to  be  a  competent,  capable, 
professional  person,  able  to  make  decisions  with  his  counselee,  is  likely  to  be  rather  ineffectual. 
Unfortunately,   such   individuals  appear  to  be  quite  numerous. 

Stress  on  working  with  a  counselee  who  has  a  problem  and  who  is  concerned  with  solution  of  an 
immediate  problem  calls  attention  to  the  fact  that  not  everyone  referred  to  a  vocational  counselor 
is  ready  to  work  on  his  problem.     In  fact,  some  of  those  referred  have  no  specific  problems  to  dis- 
cuss but  were  sent  for   interview  because  the  referring  person  or  agency  had  an  erroneous   idea  of 
what  the  vocational  counselor  really  does.     Counselors  must  not  assume  that  all   referred  individuals 
have  vocational  problems  and  need  assistance. 

New  techniques  are  emphasized  because   it   is  felt  that  counseling  will   be  rather   ineffective  if 
it  takes  care  of  only  immediate  needs.     The  most   important  need  of  the  counselee   is  to  learn  ways 
of  meeting  both  immediate  and  future  problems. 

The  counselee  has  a  need  for  anx  i  ety  reduct  i  on  concerning  his  vocational  problem  or  set  of  prob- 
lems.    We  assume  here  that   if  the  counselee  really  wants  to  par t  i  c  i  pate   in  the  counseling  process  he 
will   feel   some  need  for  solutions  and  this  need  will  cause  him  some  anxiety.     We  assume  that   if  he 
finds  there  is  some  chance  of  resolving  his  need  or  some  progress  in  this  direction,  he  will  return 
and  participate  further   in  vocational  counseling.     This  assumes  that  counselor  and  counselee  see 
needs.     If  the  counselee  has  some  obvious  needs  but  does  not  have  the  ability  to  see  these,  the 
counselor  might  well   consider   it  his  responsibility  to  help--to  actually  develop  within  the  coun- 
selee some  need,  some  anxiety,   to  participate  in  realistic  vocational  planning. 

Much  stress  needs  to  be  placed  on  appraising  vocat  i  ona 1    rea 1  i  ty   in  the  planning  that   is  done. 
So  often  this  appears  to  be  done  in  somewhat  of  a  surface  fashion.     The  counselor  assumes  that  the 
counselee,  certainly,    if  he  is  an   intelligent  person,  must  already  be  fully  informed  about  such 
matters  as  labor  market  conditions  or  employer  prejudices.     This  assumption  is  unwarranted  since 
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even  many  counselors   (who  should  be  experts   in  occupational    information)  seem  to  be  uninformed,  mis- 
informed, or  unconcerned  with  the  realities  of  the  world  of  work.     The  counselor  here,  as  the  resource 
person  and  an  expert  on  occupational    information,  can  perform  a  most  valuable  service  for  his  counselee. 

The  vocational  counselor  performs   in  the  role  of  the  expert  on  techn  i  ques  for  discovering  data 
relevant  to  the  vocational  planning  process.      If  he  is  a  truly  competent  person,  he  has  at  his  command 
a  wide  assortment  of   interviewing,   testing,  and  appraisal   techniques  that  can  develop  useful  informa- 
tion in  the  counseling  situation.     He  assists  the  counselee  in  casting  a  balance  sheet  of  assets  and 
liabilities.     He  helps  the  counselee  to  interpret  this  array  of  personal    information  in  terms  of  its 
relevance  to  the  vocat i onal -pi ann i ng  needs  of  the  individual. 

What  now  are  some  of  the  implications  for  the  counselor  that  emerge  from  this  attempted  defini- 
tion of  vocational  counseling?    There  are  many  more  than  we  can  cover  here.     However,   if  a  counselor 
thinks  about  defining  his  task  in  this  way,  here  are  some  implications  for  procedure  that  he  might 
cons  i der . 

The  counselor  should1  be  active  throughout  the  counseling  process.     He  is  not  passively  and  per- 
missively  a  recipient  of  conversation.     He  is  actively  structuring  learning  situations  for  the  coun- 
selee, on  the  basis  of  hunches  from  the  data,  and  he  is  selectively  rewarding  or  providing  for  rewards 
as  the  process  develops. 

The  counselor  evaluates  the  amount  of  counselee  participation  in  the  counseling  process  and 
devises  ways   in  which  to  increase  participation  by  the  counselee. 

The  counselor  realizes  the  sensitiveness  of  his  position  and  knows  that  the  statement  "counsel- 
ing is  a  learning  process"  is  more  than  a  cliche".     He  has  deepened  his  understanding  by  following 
the  literature  on  human  learning  and  verbal  behavior. 

The  counselor  does  not  hide  behind  the  professional   respectability  of  the  interview.  Instead 
he  actively  uses  it  as  a  situation  in  which  he  can  employ  specific  techniques  to  gain  specific  ends  — 
for  example,  to  increase  the  flow  of  counselee  talk,  to  get  the  counselee  to  evaluate  and  summarize 
progress  made,  to  structure  between- i nterv i ew  tasks,  to  get  counselee  reactions  to  test  results,  and 
to  get  the  counselee  to  explore  his  occupational  needs. 

The  counselor  knows  how  to  effectively  obtain,  validate,  evaluate,  and  relate  personal -h i story , 
job-history,  soci al -h i story ,  and  test  data.     He  gathers  all  the  pertinent  data  available;  looks  for 
uniqueness;   looks  for  discrepancies  and  agreements;  and  formulates  tentative  hypotheses  as  to  how 
best  to  proceed  in  aiding  the  counselee  in  his  vocational  planning.     To  do  this,  the  counselor  must 
be  an  expert  in  such  areas  as  testing,  occupational   information,  and  community  resources.     He  must 
also  be  flexible—willing  to  progress  with  the  data  and  the  process  —  f  i  tt  i  ng  hunches  to  the  availa- 
ble facts  rather  than  data  to  previously  held  stereotypes  of  people,  handicaps,  or  jobs. 

The  counselor  who  wishes  to  operate  competently  and  ethically  has  a  tremendous  Job  ahead  of  him 
just  to  master  what  is  known  about  vocational  planning  and  to  keep  himself  informed  of  current  litera- 
ture.    Perhaps  he  should  master  the  vocational  planning  area  and  leave  to  others  the  functions  of  the 
psychiatrist,  clinical  psychologist,  or  social  worker. 
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COUNSELING  AS  A  RELATIONSHIP 


C.   H.  Patterson 

In  dealing  with  counseling  the  usual   approach  treats  counseling  as  a  process—as  a  series  of 
stages  or  phases,  not  necessarily  discrete  but  nevertheless  discernible.     We  thus  have  the  total 
process  broken  down  into  subprocesses :     the   intake  process;   the   initial    interview;  the  evaluation 
process,    including   interviews  and  testing;   the  problem  exploration  stage   (including,   in  vocational 
counseling,  occupational  exploration);   the  problem  solving  stage,   including  the  selection  of  a 
vocational  objective;  and  the  closing  stage,  which   in  vocational  counseling  includes  placement. 

On  this  view,   the  attention,   the  emphasis,  of  the  counselor   is  focused  upon  techn  i  ques .  Now 
while  techniques  are  necessary,   they  are--or  should  be—secondary .     They  are  not  the  essence  of  the 
counseling  process,  only  means  to  the  goal.     Concern  with  techniques  as  such  may  be  detrimental 
rather  than  helpful   to  good  counseling.     It  tends  to  lead  to  a  situation  in  which  the  counselor  uses 
techniques  as  devices  by  which  to  manipulate  or   influence  the  client  toward  the  acceptance  of  his, 
the  counselor's,  goals  or  objectives.     This   is  the  kind  of  thing  represented  by  such  phrases  as  coun- 
seling a  client   into,  or  out  of,  a  vocational   field,  or  counseling  a  client  to  accept  this  or  that 
goal  or  objective,  or  toward  this  or  that  decision.     To  call   such  activity  counseling   is  a  misuse  of 
the  term,   if  not  a  desecration  of  the  very  concept.     Counseling  is  not  something  you  do  to,  or  prac- 
tice upon,  a  client.     It   is  something  you  engage   in  w  i  th  a  client. 

The  word  wi  th  suggests  that,   rather  than  being  a  matter  of  techniques,  counseling  is  a  rel at  i  on- 
sh i p .     This  point  of  view  has  been  discussed  and  developed  by  a  number  of  writers,  but  mainly   in  the 
area  of  psychotherapy.      I   think  it  has  value   in  all  counseling  areas. 

In  Aid  of  Good  Relationships 

It   is  obvious  that  counseling   is  a  human  relationship.     Since  we  are,  of  course,  constantly 
engaged  in  relationships  with  other  people,    it  might  appear  that  there  should  be  no  difficulty  in 
learning  to  be  a  counselor;  we  would  simply  apply  what  we  know  about  human  relationships   in  our  work 
with  our  client.     To  some  extent  this   is  true.     Counseling  and  psychotherapy  are  often  made  to  appear 
to  be  more  complicated,  more  mysterious,  more  esoteric,   than   is  actually  the  case.     The  emphasis  upon 
techniques,   the  attempt  to  classify  kinds  of  clients  and  kinds  of  problems  and  to  match  these  with 
specific  techniques,  contributes  to  this   impression.     To  view  counseling  as  basically  akin  to  other 
human  relationships   is  to  remove  this  aura  of  mystery  and  magic.     This  might  be  threatening  to  some 
professional  counselors  and  therapists,  suggesting  that  learning  counseling  or  even  psychotheraphy 
is  not  necessarily  a   long,  complicated  process. 

Granted  this   is  the  case,  we  must  beware  of  oversimplification.     Counseling  is  based  upon  the 
principles  of  good  human  relations.     While  these  principles  are  in  general   known,   they  are  not  neces- 
sarily widely  practiced  outside  of  counseling  and  psychotherapy,  nor  do  they  necessarily  come  auto- 
matically and  easily.     It   is  also  true  that  their  application   in  counseling  as  compared  with  their 
application  in  other   interpersonal   or  social    relationships,    involves  somewhat  different  techniques, 
methods,  and  skills.     Let  us  consider  briefly  what  these  principles  of  good  human  relations  are,  and 
how  they  may  be  manifested   in  the  counseling  relationship. 

Good  human  relationships  are  those  which  are  productive  of  or  conducive  to  good  mental  and 
social -psychological  health.  Since  the  goal  of  counseling  or  psychotherapy  is  the  attainment  of 
good  mental  health,  the  basic  principles  of  good  human  relations  and  counseling  are  clearly  the 
same.  One  might  say  that  the  providing  of  good  human  relationships  keeps  people  healthy,  while 
in  counseling  and  psychotherapy  we  are  concerned  with  restoring  people  to  good  mental  health  or 
improving  their  mental  health.  What  is  good  for  one  purpose  is  likewise  useful  in  fulfilling 
the  other. 

What  now  are  the  requirements  of  good  mental   health  which  can  be  met  as   individual  interacts 
with   individual,  whether   in  general   human  relationships  or   in  specific  situations  such  as  teacher- 
student,  employer-employee,  or  counselor-client  relationships? 
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Marks  of  Mental   Heal th 


The  first  and  basic  requirement  of  every   individual    if  he   is   to  be  mentally  healthy   is   that  he 
have  at   least  a  modicum  of  se 1 f-es teem- - that  he  accept  himself,   that  he  feel    that  at   least   in  some 
respects  he  is  a  person  of  worth.     The  achievement  and  maintenance  of th i s  self-esteem  is  the  basic 
drive  and  motivation  of  every  person.     To  have  it   is  to  be,   to  the  extent  that   it   is  present,  mentally 
healthy.     A  social   environment  which  facilitates   the  development  and  maintenance  of  self-esteem   is  a 
healthy  environment. 

How  does  one  go  about  providing  such  an  environment?    What  can  one  do  to  promote  self-esteem  in 
other  people?    We  have  some  evidence,  both  from  research  and  from  experience,   regarding  the  condi- 
tions which  promote  or  foster  self-esteem  or  mental  health. 

It   is  difficult,    if  not   impossible,   to  accept  or  respect  oneself   if  one   is  not  accepted  or 
respected  by  others.     One  of  the  first  principles  of  human  relations,   therefore,    is  the  acceptance 
of  others.     Acceptance   involves  recognition  of  another  as  an  individual,  a  unique  person,  who  is 
respected  as  a  person  and  treated  as  worthy  of  respect.     Acceptance   includes  the  recognition  of  the 
right  of  another  to  be  himself  rather  than  conform  to  what  you  might  want  him  to  be.     One  accepts 
others  by  being  interested   in  them  as   individuals,  showing  respect  for  their  opinions  or  contribu- 
tions or  expressions  of  feeling,   taking  time  to  listen  to  what  they  have  to  say. 

It   is  not  always  easy  to  accept  others  as  they  are,  particularly  when  they  differ  greatly  from 
ourselves.     We  tend  either  to  ignore  or  reject  those  who  are  unusual,  or  attempt  to  change  them.  It 
is  easy  to  be  critical,  derogatory  in  our  remarks,  belittling  and  condemning.     Our  own  needs  for  self- 
esteem  may  interfere  with  our  accepting  and  respecting  others.     We  may  want  to  feel   superior  to  others 
in  order  to  bolster  ourselves.     Our  own  unsatisfied  need  for  self-esteem  thus  prevents  us  from  esteem- 
ing others.     Thus  a  vicious  circle  develops--a  situation   in  which  the  mutual   respect  so  necessary  for 
good  human  relationships  and  good  mental   health   is   lacking.     The  circle  must  be  broken.     Those  who 
have  some  security,  some  degree  of  self-esteem,  must  manifest  respect  for  others  who  in  turn  may 
develop  enough  self-esteem  to  be  able  then  to  show  respect  for  others,  and  so  on.     It   is  not  always 
easy  to  listen  to  others--to  really  1 i s ten-- i ns tead  of  thinking  of  what  we  are  going  to  say  next. 
But   listening  to  another   is  the  simplest,  most  basic  way  of  showing  respect  for  him. 

Acceptance  and  respect  form  the  foundation  for  the  second  basic  principle  of  good  human  rela- 
tions.    Acceptance  leads  to  understanding.     People  want  and  need  to  be  understood.     They  need  to 
feel   that  others  know  and  appreciate  what  they  are,  who  they  are,  and  why  they  are  as  they  are  and 
behave  and  think  as  they  do.     But  understanding   is  more  than  "knowing  what  makes  people  tick."  It 
entails  something  more  than  glib  use  of  psychological   terminology.     Understanding  of  another   is  not 
obtained  by  standing  on  the  outside  and  looking  at  him.      It  comes  only  from  imaginatively  getting  on 
the  inside  and  looking  out,  seeing  things  as  he  does.     It   is  this  kind  of  "feeling  understood"  that 
people  want--rel ease  from  the  feeling  that  they  are  alone,    isolated,  so  different  that  no  one  else 
sees  things  as  they  do. 

A  third  factor   in  good  human  relationships   is  confidence  and  trust.     One  may  not  agree  with 
another's  decisions  or  acts,  but  one  respects  the  other's  rights  to  them--w i th i n ,  of  course,  the 
limits   imposed  by  rights  of  other  people.     The  recognition  of  freedom  of  thought  and  action  means 
that  the  manipulation  of  others,  either  by  subtle  or  by  overt  methods,   for  one's  own  goals,  or  even 
for  the  presumed  good  of  those  manipulated,    is  not  consistent  with  good  human  relations. 

Finally,  good  human  relations  are  characterized  by  openness,    integrity,  and  honesty.     There  is 
no  place  for  deceit,   trickery,  or  subterfuge.     Such  performance   is   inconsistent  with  respect,  under- 
standing, and  recognition  of  the  freedom  of  choice  of  others. 

Mutual   Recognition  of  Worth 

The  existence  of  these  conditions   in  human  relationships  appears  to  make  possible  the  optimal 
development  of  the   individual.     They  foster  self-esteem,   self-confidence,    independence,  responsible 
decisions  and  behavior.     These  are  the  characteristics  of  good  mental   health.     Taken  together,  these 
conditions  provide  an  optimum  environment  for  the  development  of  the  individual.     An   important  charac- 
teristic of  this  environment   is  the  absence  of  threat.     We  are  beginning  to  realize  that  only  where 
threat   is  not  present  can  the   individual   develop  to  his  fullest  potential.     A  threatened  individual 
is  anxious,  tense,  afraid,    inhibited,  withdrawn.     Threat   leads  to  a  narrowing  or  restricting  of  per- 
ception, of  thinking,  of  activity.     Learning,  or  modification  of  behavior,  does  not  occur.     A  person 
under  threat   is  emotionally  disturbed.     Only   in  a  non threaten i ng  env i ronment--one  that   is  accepting, 
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understanding,   trustworthy,  dependable,  cons i stent--can  the  individual   be  free  to  learn,   to  solve 
problems,   to  make  adequate  decisions  and  choices,   to  act   intelligently,   to  express  himself--in 
short,   to  be  mentally  healthy. 

Now  the  counseling  relationship   is  a  good  human  relationship.     it  could  not  be  otherwise.  The 
goals  of  the  individuals  concerned  are  the  same;   the  basic  principles  must  also  be  the  same.  The 
counseling  relationship  is  one   in  which  the  counselor  accepts  the  client,   respecting  him  as  an  indi- 
vidual  of  worth.     The  counselor  endeavors  to  understand  the  client.     The  counselor  recognizes  the 
right  of  the  client  to  make  his  own  decisions,  and  determine  his  own  actions.     The  counselor  attempts 
to  provide  a  nonthreaten i ng  atmosphere   in  which  the  client  may  explore  his  problem,   look  at  things  in 
a  different  light,  and  reach  a  more  adequate  solution. 

Or  does  he?     How  many  counselors  actually  are  applying  the  principles  of  good  human  relations 
in  their  counseling?     I   have  heard  counselors  say,   "That  may  be  all    right   in  psychotherapy.     But  we 
can't  be  permissive  and  completely  accepting.     We  can't  allow  the  client  to  make  his  own  decisions. 
We  are  responsible  for  what  happens.     We  have  to  justify  the  expenditure  of  money  on  the  client,  and 
we  must  avoid  wasting  money  on  foolish  decisions."    But  does  this  justify  violation  of  the  principles 
of  good  human  relations,  of  good  mental   health?     It  should  not.     Any  program  which  requires  such  vio- 
lation should  be  examined  and  revised.     No  goal  which  is  achieved  at  the  expense  of  good  mental  health 
in  the  client  can  be  justified.     What  does   it  profit  a  counselor,  a  client,  or  society,   if  the  client 
gets  a  job  but   loses  his   independence,  self-respect,  or  sense  of  personal   adequacy  in  the  process? 


The  counselor  who  cannot  trust  the  client  and  his  decisions   is  perhaps  not  able  to  make  any 
better  decisions  himself.     How  many  of  the  counselor's  decisions  are  less  foolish  than  those  of  some 
client?     May  it  not  be  that  the  counselor's   lack  of  confidence  in  the  client   is   itself  the  cause  of 
the  client's   insistence  upon  poor  or   inadequate  choices? 

We  are  all  aware  of  the  reaction  of   individuals  to  challenge,   to  criticism,   to  attempts  to  force 
changes  upon  them--the  child  who  becomes  more  demanding  the  more  his  desires  are  thwarted;  the  girl 
who  insists  on  marrying  the  clearly   inferior  boy  to  whom  her  parents  violently  object.     Some  would 
see  such  conduct  as  wilfulness  or  unreasoning  refusal   to  listen  to  reason.     Actually,    it   is  the  uni- 
versal defensive  reaction  to  threat.     So  in  counseling,   the  persistence  of  the  client   in  clinging  to 
an  unsuitable  choice  may  be  a  reaction  to  the  threatening  aspect  of  the  relationship. 

Some  counselors  are  afraid  to  show  interest   in  the  client,  acceptance  of  him,  confidence   in  him, 
because  they  are  afraid  they  will   be  trapped  by  the  client,    imposed  upon,  or  taken  advantage  of. 
This  attitude  is  not  conducive  to  a  good  relationship.     It   indicates  that  the  counselor  feels 
threatened  by  the  client. 

Now  it   is  true  that  the  counselor   in  an  agency  that  expends  public  money  on  a  client  has  a 
responsibility.     He  must  be  convinced  that  the  money  is  being  well   spent.     And  to  do  this  he  must 
evaluate  the  plans  and  program  of  services  provided  for  the  client.     But   in  the  counseling  process 
itself,  as  we  commonly  think  of   it,    it   is  the  client  who  makes  the  decisions,  even  the  final  deci- 
sion regarding  his  vocational  objective.     This  has  been  stressed  for  a  long  time  even  by  those  who 
are  noncl ient-centered  to  some  extent,  and  make  suggestions  or  list  alternatives.     (Such  counselors 
commonly  say,   "Well,   the  client  does  have  the  final   choice,  makes  the  final  decision.") 

Thus  we  have  a  dilemma.     How  can  we  resolve  this? 


counseling.     When  he  is  evaluating  he  is  not  counseling.     When  he   is  evaluating,  he   is  not  doing  psy- 
chotherapy.    When  he  has  to  evaluate  to  make  decisions,   then  he   is  not  a  counselor.     What  this  means 
in  practice  is  that  the  decisions  should  be  limited  to   (a)   the  early  stages  of  the  counseling  process 
(or  prior   interviews),  when  decisions  have  to  be  made  regarding  eligibility,  feasibility,  need  for 
services,  etc.,  and   (b)  the  concluding  stage,  when  the  counselor,  since  he  has  to  approve  the  decision 
of  the  client,  must  make  his  own  decision  whether  he  can  accept  that  decision  or  not. 

The  evaluative  attitude,  then,  is  to  the  greatest  extent  possible  kept  out  of  the  counseling 
process.     Counseling  continues  on  the  basis  of  the  best  accepted  counseling  principles.     If  after 


Forestalling  Defense  Reactions 


Evaluation  Is  Not  Counseling 


ew,  a  part  of 
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the  counseling  is  completed  the  counselor  cannot  accept  or  approve  the  decision  or  choice  of  the 
client,  he  simply  tells  the  client  so,  giving  his  reasons.  This  can  be  a  difficult  situation  to 
handle,  since  it  can  be  threatening  or  coercive  for  the  client.  Actually,  such  outcomes  are  far 
fewer  than  those  would  expect  who  are  unable  to  trust  the  client  to  make  his  own  decisions. 

Another  way  in  which  some  counselors  violate  the  principles  of  good  human  relationships  is  in 
failing  to  be  completely  honest  and  sincere  with  the  client.  The  counselor  has  certain  objectives 
or  goals  for  the  client  and  is  perhaps  afraid  that  the  client  will  not  reach  or  accept  them  on  his 
own.  This  "bag  of  tricks"  concept  of  counseling  is  often  held  by  nonprofessional  people,  by  those 
who  make  referrals  to  counselors  in  schools  or  other  agencies  to  have  the  client  "straightened  out." 
But  good  human  relations  are  open,  honest,   and  sincere;  counseling  must  be  the  same. 


What  Counseling  Really  Is 


An  important   implication  of  counseling  as  a  relationship  has  to  do  with  what  the  counselor  does 
or  gives  to  the  client.     Rather  than  being  concerned  with  giving  or  providing  services,  or  even  the 
giving  of  advice  or  information,   the  counselor  should  be  concerned  with  his  psychological  contribu- 
tion to  the  relationship.     Instead  of  giving  concrete,  material,  or  tangible  goods  or  services,  the 
counselor  gives  himself.     He  gives  his  time,   interest,  attention,   respect,  understanding,  all  of 
which  are  intangible,  yet  are  the  essential   elements  of  counseling  as  a  relationship. 

The  counseling  relationship  then  is  a  special   application  of  the  principles  of  good  human  rela- 
tions.    It   is  specialized  in  severa I  respects .     F  i rst ,    it   is  the  conscious,  ordered,  purposeful  appli- 
cation of  the  principles   in  a  formal,  planned  situation  in  which  one  person,  who  is   in  need  of  special 
assistance,    is  helped  by  another  person,  who  is  presumably  not  urgently  in  need  of  help  for  himself. 
Its  purpose  is  thus  not  simply  the  fostering  or  maintenance  of  personal   adjustment  or  adequacy  in 
the  more  or  less  average,  adjusted,  or  adequate  person,  but  the  assistance  of  those  who  are  in 
trouble,  who  are  to  some  extent  or  in  some  respects   inadequate,  who  have  problems  which  they  have 
been  unable  to  resolve  by  themselves. 

Second ,   the  counseling  relationship   is  closer,  more  intense,  more  concentrated,   than  the  usual 
social   relationship.     The  principles  of  human  relations  are  applied   in  their  purest  form,  without 
the  formalities  and  banalities  of  ordinary  social    intercourse.     The  relationship  is  limited  to  the 
essentials,  uncontam i nated  by  social   sparrings,  which  are  essentially  either  protective  defenses  or 
reassurances.     Almost  all  ordinary  human  relationships  seem  to  have  some  element  of  threat   in  them, 
or  are  easily  perceived  as  threatening  by  the  individual  who  feels   inadequate  or  needs  help.  The 
counseling  relationship  carefully  avoids  or  eliminates  every  possible  element  of  threat. 

Th  i  rd ,  the  counseling  relationship   is  on  a  deeper  level   than  ordinary  social  relationships. 
This   is  possible  because  of  the  lack  of  threat,  which  enables  the  client  to  look  at  himself  closely 
and  deeply,  to  expose  himself  to  the  counselor,  establishing  a  relationship  which  is  unlike  any 
other.     The  counselor  must  be  especially  qualified   if  he   is  to  handle  this   intimate  relationship 
adequately,   in  a  way  which  is  really  helpful   to  the  client.     He  must  have  sufficient  self-esteem 
so  that  he  is  not  threatened  by  the  client. 


Giving  of  Self  a  Paying  Investment 


Viewing  counseling  as  a  relationship  leads  us  to  consider   it  from  a  point  of  view  which  empha- 
sizes new  aspects.     Our  concern  is  not  with  techniques,  with  what  we  do,  but  with  what  we  are;  not 
with  what  we  can  give  in  the  way  of  goods  and  services,  but  with  how  much  we  can  give  ourselves;  not 
with  tangible,  concrete,   limited  outcomes,  such  as  good  vocational  choices  or  other  decisions,  place- 
ment in  employment,  etc.,  but  with  whether  the  client  has  maintained  or   improved  his  self-esteem,  his 
self-respect,  his   independence,  his  status  as  a  human  being.     This   is  the  goal  of  all  counseling, 
whether  educational,  vocational,   rehabilitation,  marital,  or  therapeutic.     Other  objectives  are  minor, 
or  important  only  as  they  contribute  to  the  development  of  a  self-respecting,   responsible,  independent 
human  being.     Such  an  outcome  is  not  achieved  by  techniques  or  the  giving  of  material   things,  but  only 
as  the  result  of  a  good  human  relationship,   the  giving  of  oneself   in  the  service  of  others. 
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PART  V 


THE  COUNSELING  PROCESS 


In  this  section  we  are  concerned  with  the  nature  of  the  counseling  process.     Standard  texts  in 
counseling  (e.g.,   I,   2,  5,  6,  7,  8)  provide  systematic  treatments  of  the  general  counseling  process. 
Applications  to  the  disabled  will   be  found   in  several   texts   (3,  4).     The  treatment  here  is  supple- 
mental  to,   rather  than  a  substitute  for,  such  systematic  treatments. 

Our  concern  is  with  the  vocational  counseling  process,   rather  than  with  therapeutic  counseling 
or  psychotherapy.     The  article  on   intake  interviewing  by  Drasgow  discusses  some  of  the  problems 
arising  rn  the  initial  contact  with  a  client.     The  comment  by  Leona  Tyler  raises  a  question  about 
the  scope  of  the  initial  contact,  and  asks  whether   it  should  be  conducted  by  a  special  interviewer. 
She  appears  to  consider  counseling  as  beginning  with  the  first  contact.     This   is  a  point  upon  which 
most  counselors  would  agree.     Yet  there  seems  to  be  a  place  for  a  precounsel ing  interview,  for  the 
purposes  outlined  by  Drasgow--to  determine  the  appropriateness  of  the  agency  for  the  client  (includ- 
ing eligibility)  and  orienting  the  client  to  the  agency  and   its  program  of  services.     Many  counselors 
would  prefer  having  this  done  by  another   individual;  some  would  feel   that  some  of  these  objectives 
could  be  accomplished  by  a  nonprofessional  person. 

The  three  following  papers  also  deal  with  aspects  of  the  counseling  process  common  to  all  coun- 
seling, whether  the  client  is  handicapped  or  not.     They  were  all   prepared  for  and  presented  to  work- 
shops for  rehabilitation  counselors   in  the  Veterans  Administration  Vocational   Rehabilitation  and 
Education  program,  however.     They  succinctly  cover  the  beginning  and  the  evaluation  phases  of  the 
counseling  process.     The  application  of  tests  as  an  aid   in  evaluation  is  considered  in  the  following 
paper,  which  emphasizes  the  importance  of  client  se 1 f -eva 1 uat i on  in  counseling. 

The  next  two  papers  are  concerned  with  the  question  of  the  selection  of  an  appropriate  employ- 
ment objective,  and  of  readiness  of  the  client  for  employment.     The  final   step  of  placement  is 
postponed  for  separate  consideration   in  a  later  section. 

This  section  closes  with  a  discussion  of  the  use  of  group  procedures   in  vocational  counseling 
in  a  rehabilitation  center.     When  clients  are  brought  together,  as   in  a  rehabilitation  center, 
certain  aspects  of  counseling,  such  as  preparation  for  job  application  and   interviews,  can  be 
efficiently  handled  in  groups.     The  use  of  groups   in  other  aspects  of  counseling,  such  as  attitudes 
toward  work,  or  toward  the  disability,  or  therapeutic  group  counseling,    is  not  considered   in  the 
paper  by  Rosenberg. 
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INTAKE  INTERVIEWING   IN  COUNSELING 


James  Drasgow 

Our  counseling  clients  contact  us   in  one  way  or  another  to  make  their  first  appointment.  The 
purpose  of  this  paper   is  to  suggest  how  this   initial   contact  may  be  used  more  advantageously  by  both 
the  client  and  the  counseling  service.     The  ideas  are  developed  around  helping  the  client  see  the 
service  realistically,    increasing  "readiness"  for  counseling  and  promoting  the  efficiency  of  the 
agency . 

Currently  in  counseling,  the  initial   contact   is  characteristically  a  brief  affair   in  which  the 
potential  client  makes  an  appointment  through  a  member  of  the  clerical   staff.     Yet  this  first  contact 
may  be  loaded  with  meaning  for  the  client.     The  client's  perception  of  the  service  and  his  willing- 
ness to  go  through  counseling  may  hinge  upon  what  happens  at  this  time.     Making  an  appointment  may 
be  routine  for  the  staff,  but   it  certainly  is  not  a  routine  affair  for  the  client.     Frequently,  in 
keeping  with  his  experiences  from  this   initial   contact,  a  client  attempts  to  begin  counseling  under 
misapprehensions  and  m i spercept i ons  which  could  have  been  avoided   if  the   initial   contact  were  ade- 
quate. 

The  initial  contact  as   it  exists  today   in  counseling   is  generally  undeveloped.     The  value  of  a 
wel 1 -f ormu 1 ated  intake  policy  related  to  the  general   structure  of  the  agency  has  proved   its  worth 
through  repeated  applications  until    it   is  now  standard  practice   in  several   fields.     For  example, 
during  the  social  workers'    intake  interviews  the  nature  of  the  service  is  explained,   the  client  is 
helped  to  see  _i_f  and  how  the  service  might  be  of  value  to  him,  and   in  general   the  groundwork  is  laid 
for  effective  and  efficient   interaction.     A  relationship   is  established  which  acts  as  a  fulcrum  for 
further  contacts.     Very  little  of  any  such   initial    intake   interviewing  exists   in  the  counseling  field, 
and  it   is  not  unlikely  that  many  clients  fail    to  appear  for  their  first  scheduled  appointment  because 
of  their  experiences   in  the   initial   contact.     However,    it   is  possible  for  us  to  establish  a  working 
relationship  with  a  potential   client  starting  from  the  first  contact. 

An  example  of  a  recurrent  situation  is  provided  by  the  large  number  of  people  who  initially  say 
that  they  want  to  "take  aptitude  tests."    When  the  nature  of  the  Counsel  i  ng  service   is  explained  to 
them,   they  are  frequently  surprised  to  find  out  that  aptitude  tests  alone  will   not  solve  their  prob- 
lems.    It  usually  takes  the  client  some  time  to  change  his  old  perception  of  the  service  and  to 
accept  a  new  orientation.      Instead  of  taking  time  during  the  first  full   session  to  accomplish  this, 
much  of  it  can  be  done  during  the  initial  contact. 

Clients  approach  counseling  with  mixed  feelings,  anxieties,  and  fears.     Although  a  certain 
amount  of  mobilizable  anxiety  may  be  beneficial    in  contributing  motivation  to  work  on  solving  one's 
problems,   it  often  appears  that  some  of  these  conditions   interfere  with  a  client's  ability  to  accept 
the  service  and  face  his  problems   in  a  rational  manner.     Much  can  be  done  during  the   intake  inter- 
view to  clarify  the  mixed  feelings  and  to  relieve  many  fears  and  anxieties.     A  clear  statement  of 
exactly  what  we  try  to  do  and  how  we  attempt  to  do  it  frequently  leads  to  a  sigh  of  relief  by  many 
clients  and  appears  to  clear  the  way  for  more  effective  and  efficient  counseling. 

During  an  intake  interview  it   is  possible  to  handle  several   other  aspects  of  the  service  which 
often  come  as  a  surprise,   relief,  or  reassurance  to  the  client.     For  example,  many  do  not  know  about 
fees  and   in  some  cases  the  adjustments  that  can  be  made  in  them.     There  are  also  many  clients  who 
think  that  only  one  visit  will   solve  their  problems.     This   latter  kind  of  situation  may  comprise  two 
factors:     the  obvious  one  that   it  will   take  only  one  visit  and  the  subtle  one  that  the  problems  will 
be  solved.     It   is  our  responsibility  to  explain  to  the  clients  that  there   is  no  guarantee  of  problem 
solution;  we  cannot  solve  their  problems  for  them;  our  job   is  to  provide  professional   assistance  in 
helping  them  to  reach  their  own  solutions.     Furthermore,   the  need  for  many  sessions  and  the  continu- 
ing nature  of  the  service  is  frequently  a  surprise  to  these  clients.      In  rendering  an  adequate  service 
none  of  these  basic  points  can  be  overlooked.     By  way  of  perspective,    it   is   inefficient   in  the  total 
operation  of  the  service  to  take  the  client's  time  during  the  sessions  for  which  he   is  paying  in 
order  to  supply  him  with  what  should  be  free   information  about  counseling. 

It   is  not  unusual   for  people  to  approach  counseling  with  deep  psychological  or  psychiatric  prob- 
lems.    These  problems  may  call   for  the  services  of  a  psychotherapist  rather  than  a  counselor.  The 
use  of  counseling  as  a  stepping  stone  to  psychotherapy   is  not  new.     However,    it   is  usually  not  neces- 
sary to  use  a  client's  full   counseling  hour   in  order  to  make  an  adequate  referral  which  can  often  be 
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made  during  an  initial  contact.     Sometimes  of  course  it   is  not  possible  to  do  this  during  the  intake 
interview,  but   it   is  obviously  more  efficient  to  do  so  if   it  can  be  done. 

The  preceding  example  is  a  specific   instance  of  helping  the  client  to  see  if  he  and  his  problems 
are  amenable  to  the  service  being  offered.     One  of  the  counselor's  main  tasks  during  the  initial  con- 
tact  is  to  determine  whether  the  client's  problems  legitimately  fall  within  the  limits  of  the  agency's 
counseling  service.     Of  equal    importance  is  the  counselor's  task  of  determining  if  the  client  can  be 
helped.     Sometimes  the  client   is  so  disturbed  that  he  cannot  be  helped  despite  the  fact  that  he  pre- 
sents problems  which  are  usually  dealt  with   in  counseling.     This  distinction  between  the  client  and 
the  problem  he  brings  may  explain  why  we  are  often  successful    in  helping  some  clients  with  certain 
problems  and  fail    to  help  other  clients  with  the  same  types  of  problems.      In  the   intake   interview  we 
attempt  to  help  the  client  see   if  both  he  and  his  problem  situation  are  amenable  to  counseling. 

All  of  the  foregoing  can  be  interpreted  as  ways  of  helping  the  client  to  view  the  service  real- 
istically and,    if   it   is  appropriate  for  him  to  use  it  optimally.     There  are  clients,  however,  who 
apparently  cannot  use  the  service  and  yet  they  will   get   into  counseling  and  consume  time  which  could 
have  been  used  by  someone  else  to  good  advantage.     To  maintain  such  practice   is   inefficient  for  both 
the  client  and  the  agency.     A  good  example  of  this  type  of  client   is  the  psychopath.     He  usually 
comes   in  with  a  background  full   of  delinquency,  episodes  with  the  law,  a  sporadic  but  not  uneventful 
school   history,   and  a  characteristic  job  history  consisting  of  many  jobs  held  for  short  periods  of 
time.     His  counseling  experience  is  not  meaningful   to  him  and  although  he  may  go  through  the  motions 
of  being  counseled,    it   is  a  transient  and  superficial   adventure.     Psychiatrists  and  psychologists 
have  long  recognized  that  these  cases  are  most  difficult  to  help.     Apparently  the  counselor  cannot 
help  them  either.     But  these  clients  will   come  in  with  classical   examples  of  problems  amenable  to 
counseling  and  only  when   it   is  discovered  that  they  themselves  cannot  benefit  from  counseling  is  it 
possible  for  the  agency  to  screen  them  out  as  unacceptable  cases:     "unable  to  benefit  from  the  ser- 
vice."   To  continue  to  accept  such  cases  for  counseling   is  doubtful  wisdom. 

From  the  nature  of  the  proposed   intake   interview  it   is  evident  that  spending  the  required  time 
with  a  potential   client  may  not  only  help  him  in  many  instances,  but  will   also  allow  us  to  increase 
the  efficiency  and  effectiveness  of  our  service.     The  function  of  the   intake  can  be  summarized  as 
(a)  helping  the  client  to  see  the  service  as   it  exists,    (b)  helping  the  client  to  see  if  both  he  and 
his  particular  problems  are  amenable  to  the  service  offered,  and   (c)  helping  the  agency  to  screen 
cases  and  thereby  increase  efficiency.     It   is  also  apparent  that  the  intake  interview  requires  the 
utmost  skill  of  an  experienced  and  competent  counselor. 

Comments 
Leona  E.  Tyler 

Every  counselor  meets  constantly  the  problems  to  which  Dr.   Drasgow  gives  his  attention  in  this 
paper.     A  large  proportion  of  the  clients  seeking  our  services  have  more  or  less  serious  misconcep- 
tions about  what  counseling  is  and  how  it  can  help  them,  and  a  sizable  fraction  of  them  are  persons 
who  are  not  likely  to  benefit  from  the  experience  and  might  well   be  screened  out  at  the  beginning. 
If  a  carefully  conducted   intake   interview  could  obviate  these  difficulties   it  would  markedly  increase 
the  efficiency  of  counseling  procedure. 

The  doubt  that  remains  with  me  after  reading  the  paper  centers  around  the  question  of  whether 
one  intake  interview  does  or  can  accomplish  these  purposes.     In  social  agencies  where  the  nature  of 
the  service  to  be  rendered   is  clearly  understood,   this  procedure  seems  to  have  worked  very  well. 
But  can  we  be  so  sure  at  the  outset  what  counseling  service  any  given  case  is  going  to  require?  And 
can  we  state  clearly  and  definitely  the  nature  of  the  service  we  are  prepared  to  give?     Probably  the 
characteristic  which  best  distinguishes  a  counseling  psychologist  from  other  professional  workers  in 
psychology  is  the  breadth  of  the  area  with  which  he   is  concerned.     He   is   in  a  position  to  offer  a 
service  tailor-made  for  each   individual   client.     The  materials  he  has  at  his  disposal    include  a  knowl- 
edge of  occupations  and  educational    institutions,   familiarity  with  a  wide  variety  of  tests  and  diag- 
nostic methods,  and  skill    in  psychotherapeutic   interviewing.     If  the  diagnostic  Judgment  or  the 
structuring  of  the  situation  for  the  client  comes  too  soon,   some  of  this  advantage  may  be  lost. 

I  am  particularly  wary  of  quick  decisions  as  to  whether  or  not  an   individual   can  be  helped.  I 
would  be  very  hesitant  to  conclude  that  a  prospective  client   is  a  psychopath  because  of  a  record 
which  shows  delinquency,  poor  school  work,  and  an  irregular  job  history.     Many  persons  with  such 
symptoms  are  those  most   in  need  of  counseling  help  and  are  able  to  make  good  use  of   it.     What  evidence 
there  is  on  the  subject  does  not  suggest  that  a  single  interview  is  a  sufficient  basis  for  a  diagnosis 
of  psychopathy--or  anything  else,  for  that  matter. 
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Dr.  Drasgow  and  I  would  agree  that  the  initial   interview  is  an  extremely  important  part  of  the 
local  counseling  process.     It  should  not  be  a  perfunctory,  nonpsychol og i ca 1  conference.     The  differ- 
ence between  us   is  that  he  would  delegate  it  to  a  specially  trained   interviewer  whose  task  would  be 
one  of  evaluation  and   interpretation,  whereas   I  would  prefer  that  each  counselor  do  the  preliminary 
interviewing  of  his  own  clients  and  use  the  contact  primarily  as  a  means  of  initiating  a  relationship 
within  which  the  person's  needs  can  be  met.    What  we  really  need  is  research  to  tell  us  which  of 
these  two  methods  contributes  most  to  counseling  effectiveness.     Unlike  many  research  problems 
related  to  counseling,  this  one  would  seem  to  present  no  insuperable  difficulties   in  the  control  of 
relevant  variables.     In  calling  attention  to  this  problem  which  we  need  to  study.  Dr.  Drasgow's 
article  has  made  a  real  contribution  to  our  thinking  about  counseling. 
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THE  INITIAL  INTERVIEW 


Leona  E.  Tyler 


The  time  is   1955.     The  scene  is  a  plain,  not  very  luxurious  office   in  some  public  building, 
perhaps  a  school  or  hospital.     Two  persons  sit  near  one  another  talking  about  something.     A  stranger 
looking   in  on  the  scene  would  know  from  their  manner,  expression,  and  gestures  that  this   is  no  idle 
conversation  about  trivial  matters--that  something   is  being  considered  seriously.     But  he  would  not 
be  able  to  determine  from  anything  he  could  see  without  hearing  just  what  sort  of   interview  this  is. 
It  might  be  an   insurance  man  making  a  call   on  a  prospective  client.     It  might  be  a  reporter  getting 
facts  about  some  happenings  he  has  been  assigned  to  investigate.     It  might  be  an  F.   B.    I.  man  delv- 
ing  into  a  prospective  government  employee's  past  record.     All  of  these  situations  are  interviews 
and  there  are  a  hundred  more  varieties  that  might  have  been  mentioned.     Al i   of  them  on  the  surface 
look  pretty  much  alike. 

Because  this   is  so  we  must  remind  ourselves  every  now  and  then  that  there   is  one  way  in  which  a 
counseling  interview  differs  sharply  from  all   these  others.     Counseling  means  to  one  of  the  partici- 
pants the  making  of  decisions  that  may  set  the  pattern  for  all  of  his  subsequent  life.     It   is  extremely 
serious  business  and  we  cannot  take   it  lightly. 

All   smooth  and  skillful    interviews   involve  tact,  a  certain  amount  of  fluency,  and  the  willingness 
to  listen  and  show  an  interest   in  what  the  interviewee   is  saying.     But  they  do  not  all   carry  along 
this  grave  responsibility.     The  insurance  agent  may  not  make  a  sale,  but  there   is   little  danger  of 
his  leaving  his  client  the  worse  for  the  experience  of  meeting  him.     The  reporter  may  antagonize 
some  celebrity,  but  the  celebrity  suffers  no  more  serious   injury  than  perhaps  a  temporary  rise  in 
blood  pressure.     Counseling   is  different.     If  foolish  or  unrealistic  plans  are  made,  precious  years 
of  a  man's   life  may  be  wasted,  and  sometimes  the  damage  can  never  be  quite  undone.     If  a  client's 
misgivings  about  the  whole  procedure  are  strengthened  rather  than  set  at  rest  by  his  first  interview 
with  a  counselor,  he   is  quite  likely  to  turn  away  from  this  whole  approach  to  his  future  and  place 
himself  beyond  the  boundaries  of  the  help   it  might  have  meant  for  him.     We  cannot  be  indifferent  to 
the  consequences  of  our  unsuccessful  interviews. 

I  became  acutely  aware  of  this  aspect  of  my  work   in  dealing  with  disabled  veterans  after  World 
War   II.     At  such  times  a  client  stands  at  a  turning  point   in  his   life.     One  path  before  him  leads  to 
independence  and  mature  satisfactions,  but   it  requires  great  courage  to  take   it.     The  other  means 
security  albeit  on  a  narrow  meager  scale,  and   it   is  natural   that  a  man  feels  a  strong  urge  to  cling 
to  it.     Somehow  the  counselor  must  make  sure  that  the  person  considers  this  matter  with  all  the 
seriousness   it  deserves.     If  he  decides   in  favor  of   invalidism  and  dependence,  he  will   be  less  sus- 
ceptible to  later  efforts  to  interest  him  in  rehabilitation.     He  moves   in  one  direction  or  the  other 
and  the  action  does  not   leave  him  unchanged. 

Of  course,  we  are  not  talking  about  the  whole  counseling  process  but  concentrating  on  the  initial 
or  preliminary   interview.     As   I    thoughtover  the  things  that  seemed  most   important  to  me   in  connection 
with   it  there  were  three  which  stood  out--three  fairly  simple  aims  which  serve  to  determine  how  we 
handle  the  many  varied  circumstances  that  we  encounter.     I   shall   outline  these  objectives   in  the 
order  of  their   importance  as   I   see  it. 

The  Foundation  for  the  Relationship 

The  guiding  principle  that  takes  precedence  over  all  the  others  is  that  the  initial  interview 
must  lay  the  foundation  for  a  solid  constructive  counseling  relationship.  Whatever  our  theoretical 
slant  or  practical  hunches  about  the  counseling  process,  we  all  seem  to  agree  on  the  importance  of 
this  matter  of  a  real  personal  tie  between  the  two  participants.  Whatever  else  occurs  depends  upon 
it.  As  the  years  pass  and  we  share  with  each  other  the  experiences  we  have  had  with  many  kinds  of 
clients,  we  seem  to  be  developing  a  clearer  and  clearer  picture  of  what  this  personal  relationship 
needs  to  be  1 i  ke . 

I  used  to  say  to  myself  when   I  was   in  the  course  of  an   interview  with  a  person  who  was  for  some 
reason  hard  to  talk  to  because  he  was  shy  or  passive  or  hostile,   "He  must   1  i  ke  me .     Whatever  else 
happens  here,  by  the  time  the  hour   is  over,  he  must   1 i  ke  me,   at  least  a  1  ittle."     I   don't  put  it 
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quite  that  way  now.     Rather   I   say  to  myself,   "We  must   like  each  other . "     I    think  this    is  more  than  a 
superficial  change  in  wording.     When  we  talk  about  making  people  like  us  or  making  a  good  impression 
on  others,  our  frame  of  reference   is  usually  the  same  as  that  of  the  salesman  or  the  popularity  seek- 
er—the Dale  Carnegies  and  their  audiences.     What  we  are  after  in  counseling   is  something  different. 
We  don't  get   it  just  by  turning  on  whatever  personal   charm  we  have  at  our  disposal.     Furthermore,  a 
good  counselor  knows  how  to  beg  i  n  to  like  a  new  person;   the  client  may  not.     For  example,    I   know  that 
if   I  can  pickup  a  few  clues  as  to  what  Karen  King's   life   is  really  like--what  she  wants,  how  she 
feels  about  her   little  boy,   the  accomplishments  upon  which  she  has  prided  herself,   the  things  that 
worry  her--!   shall   find  myself  liking  her  without  trying,   to  some  extent   living  her  life  with  her  as 
!  do  with  the  heroine  of  a  play  or  a  novel.     If  she  senses  this  kind  of  feeling  in  me,    I   know  she 
will   respond  to  it.     A  real   bond  will   have  come  into  existence  between  us.     Counseling  requires  that 
she  like  me,  but  an  even  more  fundamental   requirement   is  that   I    like  her  as  a  person.  Indiscriminate 
warmth  and  good  cheer  on  my  part   is  not  at  all   the  same  thing  as  this  personal  feeling. 

Our  task  then  becomes  the  picking  up  of  the  clues  that  make  possible  this  fellow  feeling.  A 
client  who  talks  freely  on  a  subject  of  his  own  choosing   is  more  likely  to  give  us  such  clues  than 
is  one  who  simply  answers  questions  about  his  problems  and  background.     Some  kind  of  question  is 
usually  necessary  to  get  him  started,  but   it   is  better  that   it  be  a  general   one  than  that   it  refer 
to  some  specific  area.     To  start  with,    it  should  probably  always  be  about  experience  that   is  quite 
sure  not  to  be  laden  with  anxiety.     Ordinarily  questions  about  previous  jobs  are  less  threatening 
than  questions  about  family,   for  example.     (Every  counselor  will   know  that  no  general   rule  about 
this  holds   in  every  individual   case.     A  man  who  has  failed  three  jobs   in  succession  may  be  more 
anxious  about  this  than  about  any  other  aspect  of  his  experience.) 

In  my  own  work  I  prefer  a  nondirective  approach.     I   try  to  say  something  which  will   get  a  client 
started  and  then  follow  where  he  leads.     But   if  he  doesn '  t  start,  or   i f  he  seems  unable  to  express 
anything  but  a  bare  minimum  of  facts  about  himself,    I   do  not  hesitate  to  do  a  little  more  talking 
myself  and  attempt  to  draw  him  into  the  conversation.     Every  counselor's  anecdotal   file   is  full  of 
cases  where  contact  was  made  in  some  unusual  way.     With  one  high  school  boy  I   seemed  not  to  be  able 
to  get  around  the  barrier  between  us  until  we  stumbled  somehow  on  to  the  subject  of  weight  lifting. 
From  there  on  I   sat   in  sincere    openmouthed  astonishment   listening  to  him  tell   about  the  activities 
of  the  local   strong  men.     1  had  had  no  idea  that  there  was  such  an  elaborate  organization  of  knowl- 
edge and  techniques,  customs,  and  folkways  with  regard  to  this  particular  athletic  skill.  Inevit- 
ably a  person  who  talks  enthusiastically  about  an  interest  like  this  reveals  a  good  deal  of  his 
psychological  make-up. 

In  describing  what  a  counseling  relationship   is  like,    it   is  necessary  to  mention  a  number  of 
other  qualities  besides  mutual    liking.     It  must  be  completely  honest  and  sincere,  and   its  structure 
should  be  solid  enough  not  to  be  put   in  jeopardy  by  such  honesty.     Somehow  we  must  get  across  to  the 
client  that  the  expression  of  the  less  favorable  feelings  about   it  will   not  be  held  against  him.  He 
can  say  that  he  is  doubtful   about  the  competence  of  people  on  our  staff,   that  he  has  a  friend  who 
reported  that  counseling  didn't  do  him  any  good,   that  he  is  angry  at  the  way  he  has  been  treated. 
Usually  in  the  first   interview  the  best  thing  to  do  about  such  expressions  of  doubt  or  hostility  is 
to  say  nothing   in  response  to  them.     Certainly  we  do  not  agree  with  clients  or  attempt  to  defend  our- 
selves against  their  criticisms.     To  do  this   is  to  lose  cases  before  we  even  get  started.     But  on  the 
other  hand  we  do  not  wish  to  reinforce  such  feelings.     At  this  stage  we  cannot  tell  Just  what  part 
they  play  in  the  drama  of  his  life.     If  we  can  be  noncommittal   about  the  doubts  and  criticisms  but 
obviously  interested  in  the  doubter  or  criticizer,  we  shall   be  able  to  accomplish  our  other  objectives 
most  successfully. 

There  must  be  respect  and  confidence   in  the  counseling  relationship.     A  client  must  be  able  to 
rely  not  only  on  the  counselor's  good  will   but  on  his  competence  as  well.     This  attitude  does  not 
develop  as  a  result  of  any  one  interview.     It  comes  partly  as  a  consequence  of  all   the  previous  work 
a  counselor  has  done.     But  there  should  be  in  his  manner  during  the   interview  something  which  causes 
a  client  to  say  to  himself,   "Here  is  a  person   I  can  trust." 

One  other  qualification  with  regard  to  the  counseling  relationship  has  taken  on  more  and  more 
importance  for  me  during  the  course  of  my  work.     As  counselors  we  must  avoid  pity  in  our  attitudes 
toward  clients  no  matter  what  their  needs  are.     There  is  an  ambiguity  about  the  word  sympathy  which 
is  used  so  frequently  in  counseling  texts.     If   it  means  feeling  oneself   into  the  other  person's  life, 
sensing  the  meaning  things  have  for  him,    I  am  all   for   it.     It   is  what   I  was  talking  about  a  few  min- 
utes ago.     But   if   it  means  feeling  sorry  for  him  in  his  misfortunes   1   am  very  much  against   it.  When 
we  pity  a  person  we  appeal   to  his  weakness  rather  than  his  strength.     All  of  us  have  to  struggle 
against  self-pity  if  we  expect  to  achieve  maturity  and  accomplish  the  work  we  have  set  out  to  do. 
Sympathy  for  our  misfortunes  coming  to  us  from  someone  else  handicaps  us   in  this  struggle.      It  makes 
us  smaller  rather  than  bigger. 
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It  seems  to  me  that   this  point   is  especially   important    in  rehabilitation  counseling.     The  coun- 
selor must  ally  himself  with  the  individual's  strength  rather  than  his  weakness,  and  often  it  is 
really  difficult  to  do  this.      I   shall   always   remember  the  first   really  serious  Public  Law  16  case  I 
encountered.     Mr.   B  was  a  boy  under  20,   a   large,  well-built,   husky  fellow  from  a  wheat   ranch  in 
Eastern  Oregon.     He  loved  the  outdoors  and  was  enthusiastic  about  farming,  wide  spaces,  and  big 
machinery.      It  had  always  been  expected  that  he  would  take  over  the  family  property.     But  he  was 
drafted,   rushed  to  the  Pacific  front,  and   in  just  a  few  months  sent  back  minus  both  legs.     I  remem- 
ber as  vividly  as   if   it  were  yesterday  how  I   felt  as   I  went  home  for  lunch  that  day  after  my  first 
interview  with  him.     Everything   in  me  seemed  to  be  crying  out,   "The  pity  of   it!     Such  things  ought 
not   to  be."    The  whole  tragedy  of  war  was  embodied   in  this  one  person.     But   I   knew  that    I  must  face 
the  situation  mat te r-of -fact  1 y .     This  boy  had  his   life  before  him.     Our  task  was  to  locate  his  assets 
and  capitalize  on  them.     It  was  easier   in  this  case  than   in  some  others  because  he  was  being  very 
matter-of-fact  about    it  himself.     He  had  had  months   in  the  hospital    to  get  used   to  his  new  circum- 
stances and  was   ready  to  go  ahead  without  backward  glances. 

In  cases  where  a  client  expresses  a  great  deal   of  self-pity  and  seems  to  be  appealing  for  sympa- 
thy,   I   try  to  apply  the  same  principle  that   I  was  discussing  a  little  while  ago  with  regard  to  hostility. 
Certainly  a  client  should  be  free  to  express  self-pity.      It   is  better   it  should  be  expressed  than  choked 
off.     But  to  accept  such  expressions  and  allow  them  to  continue   is  not  the  same  thing  as  to  agree  with 
them  or  to  contribute  to  them  yourself.      If  a  counselor  can  maintain  his  neutrality  with  regard  to 
such  feelings  without  appearing  indifferent  or  disapproving  to  the  person  who  is  expressing  them, 
they  will   eventually  give  way  to  something  else.     In  such  situations   I   silently  remind  myself  that 
every  human  being   is  a  complex  mixture  of  all   sorts  of  feelings  and  attitudes.     Along  with  this  weak- 
ness there   is  undoubtedly  a  large  measure  of  strength.      I  will  wait  for   it  to  show  up. 


Identifying  Psychological  Realities 


The  second  main  objective  of  the   initial    interview  in  vocational   counseling   is  the  opening  up 
of  all   the  psychological    realities  that  are   involved   in  a  client's  vocational  decisions.     I  wou 1 d 
stress  the  adjective  psycho  1 og  i  ca 1   here.     The  objective  facts  about  a  person  can  be  obtained  from 
other  sources  than   interviews.     His  school    record  shows  what  kind  of  a  student  he  has  been.  His 
test  scores  give  us  his  pattern  of  abilities.     He  can   list  for  us  the  jobs  he  has  had  and  the  length 
of  time  he  has  spent  on  each  of  them.      If  these  things  were  the  only  considerations,    interviews  would 
be  mere  formalities.     But  we  all   know  they  are  not.     Mr.   J.   cannot  consider  any  kind  of  a  mechanical 
trade  because  his  wife  looks  down  on  men  who  get  their  hands  dirty.     Mr.   K.   feels  great  hesitation 
about  undertaking  a  college  course  because  of  a  deep  lying  suspicion  that  he   is  not  as  bright  as  he 
should  be  and  sooner  or   later  people  will   find  him  out.     Mr.   L.    is  afraid  to  leave  the  security  of 
the  small   town  that   is  his  home.     Mr.  M.   uses  a  lot  of  energy  making  excuses  for  his  past  failures, 
excuses  which  he  himself  never  finds  quite  convincing.     Mr.   N.  comes  from  a  family  who  lost  every- 
thing during  the  depression.     The  thought  of  risking  the  loss  of  a  dependable  once-a-month  check 
terrifies  him.     No  business  of  his  own  for  him.' 

And  so  it  goes.     These  are  the  stuff  of  which  vocational   decisions  are  made.     They  are  not 
insubstantial   ghosts  that  can  be  exorcised  by  the  repetition  of  encouraging  words  or  by  confronta- 
tion with  test  scores  and  documentary  evidence.     They  must  be  recognized,   considered,   and  weighed 
in  the  balance  with  all    the  other  factors  entering   into  the  decision. 

This  means  that  we  must  create   in  the  first   interview  a  screen  upon  which  such  intangible 
realities  may  become  visible.     Our  aim  is  to  encouraqe  the  opening  up  of  motives  and  attitudes.  It 
is  with  regard  to  this  objective  that  counseling   is  most  different  from  ordinary  conversation.  When 
a  friend,   fellow  worker,  or  guest  at  a  party  says  something  that  even  faintly  suggests  anxiety,  self- 
doubt,  or  alarm,  our   immediate   impulse   is  to  get  the  troublesome  emotion  out  of  the  way.     We  may  say 
something  encouraging,  brighten  things  up  with  a  witticism,  change  the  subject,  or  ignore  the  whole 
threat  entirely.     If  the  person   is  a  graduate  student  worried  about  his  exams  we  say,  "Of  course 
you'll   pass  them.     You  know  you  have  always  done  well   before."     If   it   is  a  mother  concerned  about 
the  behavior  of  her  adolescent  daughter,  we  soothe  her  with  reminders  that  all   girls  go  through  this 
stage.     Evidence  of  anxiety  appearing  in  a  conversation  means  to  us  what  a  hole  in  a  dike  means  to  a 
dweller   in  a  flood  area.     Something  in  us  says,   "Plug  this  before   it  gets  any  bigger.     We  can't  risk 
being  inundated." 

Counseling  requires  that  we  take  that  risk.     Vague  anxieties  must  be  explored   in  more  detail. 
Hidden  wishes  and  reluctances  must  be  brought  out   into  the  open.     In  the  counseling  situation  the 
encouraging  word  would  not  be  spoken  to  the  graduate  student.     instead  the  counselor  would  say  some- 
thing like,  "So  much   is  at  stake  here,  and  there   is  no  way  you  can  be  sure  of  coming  through  success- 
fully."   To  the  mother  he  might  say,  "Would  you   like  to  tell  me  some  more  about  Kathryn  and  what  are 
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your  worries  about  her?"    We  try  to  think  of  something  which  will   show  that  we  understand  what  the 
feeling  is  as  expressed  so  far,  something  which  will  open  the  way  to  understanding  that   is  a  little 
deeper.     The  key  word  here  is  open .    We  wish  to  broaden  the  scope  of  what  the  client  can  see  as  he 
thinks  about  his  future  to  try  to  make  sure  that  all   parts  of  his  psychological    landscape  are  in 
his  field  of  vision. 

There  are  of  course  very  definite  limits  to  this  process.     One  might  even  say  that  unless  there 
are  such  limits  and  the  counselor  has  them  in  mind,  the  situation  is  fraught  with  some  danger.  We 
know  that  we  must  not  encourage  more  dependence  than  we  are  prepared  to  handle.     If  by  our  words  or 
our  manner  we  encourage  a  client  to  pour  out  all  of  his  anxious  thoughts  and  it  turns  out  that  he  is 
under  such  stress  as  to  be  on  the  verge  of  a  breakdown,  we  may  have  a  grave  problem  on  our  hands. 

How  much  of  this  "opening  up"  process  there  should  be  depends  upon  the  counselor's  experience 
and  training,  the  nature  of  his  particular  job,  and  the  accessibility  of  referral  facilities  for 
spcial  types  of  psychological  needs.     If  I  am  doing  rehabilitation  counseling  in  a  mental  hospital  I 
attempt  to  help  a  patient  open  up  the  attitudes  related  in  any  way  to  work  but  not  those  centering 
around  basic  anxieties  with  regard  to  his  own  personality.     If  they  are  so  crippling  that  they  pre- 
vent his  coming  to  grips  with  decisions  about  Jobs,  they  call  for  psychotherapy  rather  than  vocational 
counseling,  and  perhaps  the  organization  of  the  institution  is  such  that  someone  else  will  have  to  be 
responsible  for  it.     I f  I  am  a  school  counselor,  however,   in  a  little  town  500  miles  from  the  nearest 
psychiatrist  or  mental  hygiene  clinic,   I  may  decide  to  take  on  the  role  of  psychotherapist  myself. 
Or  I  may  decide  simply  to  help  the  boy  work  out  some  vocational   plan  and  get  started  on  it,  ignoring 
his  other  needs  for  the  time  being  and  hoping  that  life  will  minister  to  them  in  unexpected  ways. 

I  feel  strongly  that  the  important  thing  is  for  the  counselor  to  be  as  clear  as  possible  about 
what  is  going  on  and  what  he  himself  is  doing.     In  this  way  he  can  help  his  counselee  to  explore 
deepl y  the  attitudes  most  closely  tied  in  with  decisions  that  must  be  made,  so  that  they  will  be 
good  decisions  firmly  based  on  the  ground  rock  of  the  individual's  basic  personality.     At  the  same 
time  he  will  not  permit  the  client  to  be  swept  away  in  a  tempest  of  conflicting  impulses  and  chaotic 
feelings.     In  some  ways  the  counselor's  task  is  harder  than  that  of  the  psychoanalyst  who  aims  to 
open  up  everything.     The  judgment  as  to  which  feelings  should  be  recognized  and  which  ignored  is  a 
very  difficult  one.     A  lifetime  of  practice  is  not  enough  for  one  to  perfect  the  skill  completely, 
but  all  of  us  can  with  concentration  perform  it  moderately  well. 

In  regard  to  this  opening-up  aspect  of  the  initial    interview,  another  specific  problem  arises 
in  many  cases.     The  client  may  give  no  indication  during  this  first  hour  of  any  attitude  of  feeling 
about  himself  and  his  past,  present,  and  future  adjustment.     He  may  be  very  passive,  ready  to  do 
what  anyone  tells  him  to.     He  may  be  wary  and  noncommun i cat i ve ,  responding  to  questions  with  nothing 
but  yes  or  no  answers.     He  may  be  overly  optimistic  and  completely  unrealistic  about  the  possibilities 
before  him.    The  attitudes  that  need  to  be  opened  up  if  he  is  to  look  clearly  into  his  own  future  may 
be  buried  so  far  beneath  the  surface  that  he  cannot  get  at  them  no  matter  how  hard  he  tries.     In  such 
cases  I   let  the  first  principle,  that  of  building  a  good  counseling  relationship,  take  precedence 
over  the  second.     So-called  probing  questions,  or  remarks  designed  to  draw  a  client's  attention  to 
unpleasant  realities  he  must  face  may  jeopardize  this  relationship.     I  tell  myself,  "There  will  be 
time  for  these  things  later,"  and  proceed  to  meet  him  on  his  own  terms  even  if  this  means  that  we 
terminate  the  first  interview  after  only  15  minutes.     It  is  often  possible  to  suggest  that  a  Strong 
or  a  Kuder  test  be  taken  before  the  next  interview  and  hope  that  the  results  will  provide  a  starting 
point  for  more  fruitful  collaboration. 


Structuring  the  Counseling  Situation 

The  third  main  objective  we  have  for  the  initial    interview  is  what   is  usually  called  "structur- 
ing" the  situation  for  the  cl i ent--g i v i ng  him  an  idea  of  how  counseling  can  help  him  and  making  plans 
for  the  counseling  itself.     We  hope  that  when  he  leaves  at  the  end  of  this  first  hour,  any  misconcep- 
tions he  has  had  will  have  been  cleared  up,  and  he  will  be  sure  just  what  he  is  supposed  to  do  next. 
A  number  of  methods  have  been  proposed  and  tried  for  orienting  clients  to  counseling.     The  simplest 
and  most  straightforward  of  them  is  to  explain  during  the  course  of  the  first   interview  the  system 
that  is  usually  followed.     A  counselor  might  say  something  like  this:     "Because  it   is  your  life  we 
are  talking  about  and  you  are  the  person  who  has  to  live  it  and  take  the  consequences  of  what  we 
decide  here,  the  final  decision  will  be  up  to  you.     The  tests  aren't  good  enough  anyway  so  that  they 
give  absolutely  certain  answers  as  to  what  a  person  can  do  best.     Most  people  are  equally  good  at 
several  different  things  and  the  choice  between  them  is  sometimes  a  hard  one.     What  we  try  to  do  is 
to  bring  all   the  information  and   ideas  that  you  have  or  can  get  about  yourself  together  and  talk  it 
over  with  you,  so  that  you  can  think  about   it  all   at  once  and  make  up  your  mind  what  you  really  want 
most  to  do.     The  Counseling  Center  has  many  sorts  of  tests  designed  to  help  people  analyze  their 
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abilities  and   interests  and  many  sorts  of  occupational    information  designed  to  show  people  what 
various  kinds  of  work  are  really  like." 

In  making  such  an  explanation  to  a  client   I  am  trying  to  make  several   things  clear:     (l)   that  I 

am  not  going  to  make  the  final  decision  for  him;  (2)  that  counseling  involves  much  more  than  tests; 

(3)  that  this   is  a  complex  business  and   is  going  to  involve  choices  between  alternatives  from  the 

first  hour  on.     Choices  are  involved  even  now  in  the  selection  of  tests  to  be  used. 

I  have  come  to  feel    that   it   is  better  not  to  make  such  a  formal  explanation  in  the  first  inter- 
view unless  special   circumstances  seem  to  call   for   it.     For  one  thing  it  tends  to  run  too  long  and 
thus  subtly  changes  the   interview  into  something  resembling  a  lecture  situation.     (The  paragraph 
quoted  above  can  be  said   in  just  over        seconds,  but  run-of-the-mill   productions  turned  out   in  the 
interview  room  somehow  take  longer.)     Then,   too,  not  all   clients  have  the  same  misconceptions  about 
counseling.     Some  of  them  expect  to  have  decisions  made  for  them,  but  many  do  not.     Some  think  of 
counseling  as  nothing  but  aptitude  testing,  but  such  an  idea  is  by  no  means  universal.     If  we  explain 
everything  to  everybody,  we  are  not  really  taking  advantage  of  the  possibilities  of  individualization 
that  the  interview  affords. 

In  some  centers,  group  orientation  sessions  are  held  for  persons  who  have  applied  for  counseling 
services.     The  group  has  a  chance  to  discuss  the  nature  of  the  counseling  process   itself.     I  have 
never  tried  this,  but   I  can  see  some  advantages   in   it.     A  client  when  he  came  for  his  first  interview 
would  then  know  what  to  expect,  and  valuable  counseling  time  would  not  have  to  be  taken  up  by  talk 
about  counseling.     Another  plan  designed  to  accomplish  the  same  purpose   is  to  give  each  prospective 
client  a  brief  written  explanation  of  how  the  counseling  service  operates. 

I  am  not  really  more  than  lukewarm  toward  any  of  these  schemes  for  structuring  the  counseling 
situation  for  the  client.     1  have  come  to  feel   that   it   is  so  important  to  understand  what  he  does 
think  and  feel   that   I   should  direct  all  my  energies   into  this  channel   and  not  concern  myself  at  the 
beginning  with  giving  him  the  right  orientation  or  correcting  any  misconceptions  he  may  have.  A 
sentence  that  seems  to  me  a  purely  factual   statement  free  from  emotional  content  of  any  sort  may 
turn  out  to  be  a  crushing  blow  to  an  individual.     When   I   say,  "We  aren't  going  to  give  you  advice 
or  decide  anything  for  you,"  an  anxious  dependent  client  may  almost  be  thrown  into  a  panic.     He  has 
screwed  up  his  courage  to  get  here  and   is  pinning  all  his  hopes  to  this  experience  just  because  he 
has  not  been  able  to  take  the  reins  of  his  own  life  and  sit  firmly   in  the  driver's  seat.     The  im- 
portant thing  for  him  at  this  stage   is  to  know  what  help   is  available.     The  way  this  help  operates 
can  be  made  clear  to  him  as  he  experiences  it. 

For  a  hostile  client  who  has  no  confidence   in  anybody  or  anything,   the  explanation  of  what 
counseling  is  like  may  lead  to  a  wrathful    rejection  of  the  whole  business  as  just  another  racket. 
"What  did   I  pay  you  my  good  money  for   if  you  can't  really  tell  me  anything?" 

Instead  of  using  any  standard  structuring  procedure   I    try  to  sense  as  clearly  as   I  can  just 
what  each  person  expects.     I    like  to  know  how  he  heard  about  the  serv i ce--f rom  a  friend,   from  print- 
ed material,  from  a  magazine  or  newspaper  article.     Before   I   attempt  to  explain  anything  to  him  I 
like  to  know  what  his  most  obvious  emotional   needs  are  so  that   I   can  sense  the  meaning  he   is  likely 
to  attach  to  what   I   say.     I  make  a  quick  judgment  as  to  whether  any  misconceptions  or  unrealistic 
expectations  he  does  have  will   be  corrected  as  he  goes  along  even   if  nothing   is  said.     Having  done 
these  things,    I  may  put   in  a  sentence  or  two  of  explanation  somewhere  along  the  way,  but  often, 
perhaps  usually,    it   is  not  needed. 

It   is   important  that  the  client  get  the  feeling  that  the  counselor  knows  what  he  is  doing. 
Sometimes,    I   think,  we  tend  to  be  too  apologetic  about  our  tests,   too  doubtful   about  our  own  proce- 
dures.    The  counseling  interview  itself   is  not  the  place  for  criticizing  or  defending.     Our  aim  here 
is  to  select  the  best  tools  that  we  have  for  doing  the  particular  job  this   individual   needs  to  have 
done.     We  are  here  to  help  people  make  better  use  of  their  potentialities.     We  d_o  know  how  to  do 
this.     If  the  client  senses  that  we  do  he  will    revise  his   ideas  of  what  counseling  is  like  as  he 
sees  what  happens.     Our  real   job   is  to  make  someth  i  ng  happen . 

So  much  for  "structuring."    One  thing  that  we  do  have  to  make  sure  of  before  the  first  interview 
ends   is  that  the  client  knows  what  he   is  to  do  next.      In  the  majority  of  vocational   counseling  cases 
this  means  tests.     The  question  that  stimulated  a  good  deal  of  discussion  when  the  nondirective  phi- 
losophy of  counseling  first  challenged  the  prevailing  points  of  view  was  whether   it  was  desirable 
for  clients  themselves  to  choose  which  tests  they  wished  to  take.     It  has  become  quite  customary  to 
bring  in  the  client's  choices   in  one  way  or  another  at  this  stage. 

There  are  obvious  difficulties.  Tests  often  do  not  measure  what  their  names  suggest.  The  whole 
history  of  mental    testing  demonstrates  what  a  long,    laborious  process   it   is  to  find  out  what  a  given 
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test  really  does  measure.     Reliability  is  much  lower  for  some  tests  than  for  others,  and   in  some 
cases  an  individual   score  is  so  inaccurate  that  only  the  roughest  sort  of  judgment  about  a  person 
can  be  made  on  the  basis  of   it.     Measured  psychological   traits  do  not  always  connect  up  with  the 
occupational  criteria  one  would  expect  them  to  be  related  to.     A  student  doubtful   about  his  potenti- 
alities for  dentistry,  for  example,  may  select  a  variety  of  dexterity  tests  and  bypass  the  tests  for 
academic  ability  and  achievement  that  have  a  higher  but   less  obvious  correlation  with  success  in 
dent  i  stry . 

Because  of  these  possibilities  for  error,   there   is   little  point   in  presenting  a  client  with  a 
long  list  of  specific  tests  and  asking  him  to  check  the  ones  he  wants.     To  enable  him  to  do  this  at 
all    intelligently  the  counselor  would  have  to  give  him  a  great  deal  of   information  about  the  idio- 
syncracies  of  each  of  these  instruments.     This  again  would  make  a  lecture  situation  out  of  a  counsel- 
ing interview,  a  change  that  we  do  not  ordinarily  want.     What  we  can  do  is  to  prepare  a  much  shorter 
list  of  the  main  types  of  test  that  are  available,  with  a  little  explanation  of  what  each  type  tells 
a  person  about  himself.     From  this  the  client  can  select  what  he  wants  to  know  about  his  own  charac- 
teristics, and  the  counselor  can  translate  it   into  specific  tests,   keys,  and  norms. 


A  Basic  Aim  in  the  Interview 


Our  aim  is  to  achieve  by  the  end  of  the  first   interview  a  set   in  the  client  toward  active  think- 
i ng  about  his  own  future.     Whatever  procedure  we  adopt  at  this  stage  can  be  judged   in  terms  of  how 
successfully  it  accomplishes  this.     One  need  not  make  an  issue  of  self-determination  this  early  in 
the  game.     If  a  client  keeps  saying,  "I  don't  know  anything  about  these  tests  but   I'm  perfectly  will- 
ing to  take  whichever  ones  you  recommend,"  I  don't  argue  with  him  about   it.     But   I  do  try  to  get  some 
sort  of  commitment  from  him.     As   I  put  down  several   titles  that   I   think  may  be  helpful,    I   tell  him 
what  each  one   is  for  and  ask  if  he  wants   it.     If  there  seems  to  be  any  doubt  about  how  much  effort 
he  is  geared  to  put  in  on  this  project   I   read  him  the  whole  list  again  and  ask  if  there  are  any  he 
would  prefer  to  omit,  at   least  for  the  time.     Sometimes   I  ask  a  client  to  read  over  the  list  of 
occupational   keys  on  the  Strong  and  mention  which  of  these  groups  of  men  he  would  like  to  compare 
himself  with.     Often  a  person  who  shows  no  inclination  to  plan  his  own  course  to  start  with  will 
make  some  decision  before  he  gets  through,   that  serves  the  purpose  of  building  the  right  basic 
relationship  without  a  lot  of  talking  about  what   it  is. 

However  the  case  is  to  be  handled,  it  is  important  that  the  next  steps  be  perfectly  clear  at 
the  time  the  first  interview  ends.  Any  vagueness  or  confusion  in  the  arrangements  keeps  the  client 
from  maintaining  a  constructive  hopeful  outlook  about  the  whole  thing.  A  definite  appointment  is 
better  than  a  general  "Call  me  when  you  have  a  free  hour."  If  the  counselee  is  scheduled  to  take 
tests  he  should  be  told  approximately  how  much  time  the  process  will  take  and  encouraged  to  set  a 
time  when  he  can  carry  out  this  part  of  the  work.  If  a  psychometr i st  is  to  give  the  tests,  it  is 
desirable  whenever  possible  to  introduce  the  client  to  this  worker  and  let  them  make  their  own 
arrangements . 

A  client  will   naturally  expect  to  be  told  what  his  scores  are  on  tests  he  takes  under  such 
circumstances.     If  for  any  reason  he  is  not  to  be  given  such   information,    it   is  a  good   idea  to  make 
sure  that  he  knows  this  now.     For  example,   the  Miller  Analogies  score  cannot  be  reported  to  the 
testee.     In  cases  where  this  test  has  been  selected  because  the  person  is  considering  graduate 
training,   I  always  tell   the  person  that   I  can  answer  his  question  as  to  whether  he  qualifies  for 
some  program  but  that   I  am  not  allowed  to  do  more  than  this.     If  the  counselor  wishes  to  give  the 
MMPI,  but  does  not  wish  to  give  the  client  any  kind  of  report  on   it,  he  should  mention  this  when 
tests  are  being  selected,  saying  something  like,   "This  personality  test   is  drawn  up   in  such  a  way 
that  it  won't  tell   you  much  about  you  rse  I  f ,  but   if  you  don't  mind  taking   it,    it  may  help  me  to 
understand  you  better."    At  the  end  of  the  first   interview  both  participants  should  have  a  clear 
idea  of  what  they  are  planning  to  do  next  and  why. 

It   is  probably  unnecessary  to  stress  with  this  audience  that  the  parting  should  be  warm  and 
friendly  rather  than  neutral   and  businesslike.     The  client  must  know  that  we  really  want  him  to 
come  back--that  we  are  sincerely  looking  forward  to  seeing  him  again. 

We  have  been  thinking  about  three  objectives  the  counselor  has   in  mind  for  the   initial  interview: 
(1)  getting  a  sound  counseling  relationship  started,    (2)  opening  up  the  psychological   realms  of  feel- 
ing and  attitude  within  the  person,  and   (3)  clarifying  the  structure  of  the  helping  process.     To  me 
the  order  in  which  these  have  been  stated  corresponds  to  their   importance.     In   individual   cases   I  will 
always  sacrifice  number  three  for  number  two,  and  either  of  them  for  number  one.     If,   for  example, 
an  hour  ends  while  a  woman  is  still   pouring  out  her  bitter  resentment  toward  the  husband  who   is  in 
the  process  of  divorcing  here   I  would  never  cut  her  off  to  discuss  vocational   tests.     She  has  come 
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in  because  she  wishes  to  get  a  job  and  go  to  work.     Tests  will   eventually  be  helpful    in  deciding 
what  kind  of  job  to  try  for.     But  right  now  the  resentment   is  so  strong  that   it  must  be  dealt  with 
before  she  can  take  the  next  step.     It  would  be  best  simply  to  say  to  her,  "The  hour   is  up  now,  but 
I'll   be  glad  to  have  you  come  in  again  Thursday  at  this  time   if  you  wish."     In  this  case  no  struc- 
turing or  making  of  plans  occurs,  but  a  good  relationship  and  a  willingness  on  the  part  of  the  client 
to  explore  her  own  feelings  have  been  achieved. 

Or,   to  take  another  example,   17-year-old  Nancy  who  has  been  expelled  from  high  school   for  truancy 
and  defiance  spends  all  of  the  first  counseling  hour  telling  the  counselor  what  a  fine  person  she  is 
and  how  the  world  misunderstands  her.     Guilt  about  her  behavior,  anxiety  about  the  soundness  of  her 
personality,  apprehension  about  the  future,   lie  just  under  the  surface.     But  the  counselor  makes  no 
jffort  to  touch  them  or  go  get  her  started   in  some  constructive  direction.     Sore  as  she  is  from  much 
buffeting  around  by  the  rough  winds  of  experience,  she  must  know  the  healing  that  comes  from  being 
sure  of  a  friend  whom  she  can  trust  before  she  can  take  these  next  steps.     In  this  case  both  the 
planning  and  the  opening  up  are  sacrificed  to  enable  the  relationship  itself  to  be  built  on  a  sound 
bas  i  s . 

I  wonder   if  other  counselors  would  agree  with  me  that  the   initial    interview  is  the  hardest  part 
of  our  task--the  part  that  demands  from  us  the  most   intensive  concentration.     Each  person  constitutes 
for  us  a  new  adventure  in  understanding.     Each   is  destined  to  broaden  our  own  lives   in  directions  as 
yet  uncharted.     Each   initial    interview  renews  our  appreciation  of  the  challenge  and  the  fascination 
of  the  counseling  task. 
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THE  PRELIMINARY  APPRAISAL  IN 
VOCATIONAL  COUNSELING 


Donald  E.  Super 


The  topic  of  appraisal   is  currently  a  somewhat  controversial  one.     At  one  extreme,  nondirec- 
tivists  such  as  Carl  Rogers  question  the  use  of  appraisal   techniques  and  particularly  the  appraising 
attitude  on  the  part  of  the  counselor  on  the  ground  that  this  set  may  interfere  with  the  release  of 
growth  forces  within  the  client.     More  favorable  to  appraisal,  but  assigning  it  a  limited  role  in 
counseling,  are  writers  such  as  Bordin  and  Tyler,  who  recognize  that  obtaining  information  by  apprais- 
al methods  has  a  place  in  counseling,  but  question  or  limit  the  appraising  role  of  the  counselor. 
Further  along  the  continuum  are  those  who,   like  Meehl  and  Kelly,  recognize  the  importance  of  appraisal 
methods  and  approaches  but  take  a  dim  view  of  the  results  of  efforts  at  appraisal,  both  because  of 
their  demonstrated  low  validity  and  because  of  the  greater  validity  of  more  strictly  psychometric 
methods.     And,  finally,  there  are  others,  who,   like  Williamson  and  Froehlich,  put  their  faith  in  the 
informed  appraiser  rather  than  in  the  uninformed  and  involved  client. 

In  this  atmosphere  of  doubt  and  disagreement  it  seems  important  to  re-examine  the  question  of 
appraisal.     This  paper,  therefore,  first  examines  the  place  of  appraisal   in  vocational  counseling, 
then  considers  the  techniques  of  the  appraisal  process ,  and  then  briefly  outlines  the  procedure 
which  this  process  requires.     The  stress  is  on  the  term  "process,"  for  this  is  what  is  examined,  not 
the  techniques  used  in  collecting  or  organizing  data  for  use  in  appraisal.     The  focus   is  on  the  coun- 
selor as  appraiser,  not  on  his  tools  or  materials. 


The  Place  of  Appraisal 


The  synonymous  terms  of  appraisal  and  diagnosis  are  used  with  three  different  meanings,  all  of 
them  relevant,  all  of  them  included  in  Williamson's  definition,  which  is  that  "a  diagnosis  is  a 
structured  summary  of  significant  case  data"  (19,  p.   199).     (1)  The  problem  presented  by  the  client 
must  be  identified  and  its  seriousness  appraised  by  the  counselor,  so  that  he  may  know  what  it  is  he 
is  considering  working  with,  whether  or  not  he  should  continue  to  work  with  it,  and  what  kind  of 
approach  he  might  best  use  in  working  with  or  referring  it.     (2)  The  person  being  counseled  must  be 
appraised,  that  is,  the  counselor  must  attempt  to  formulate  an  idea  as  to  what  manner  of  man  it  is 
that  he  is  dealing  with,  what  his  needs,  capacities,  and  resources  are.     (3)  The  prognosis  stems 
directly  from  the  appraisal  of  the  person;   it  is,   in  other  words,  an  appraisal  of  the  person's 
prospects.    These  three  meanings  are  commonly  used  but  too  rarely  identified.     More  often  they  are 
confused,  with  resulting  confusion  in  the  literature  on  diagnosis  and  appraisal. 


Probl em  Appra  i  sal 

The  focus  on  appraisal  of  the  client's  problem  is  well    illustrated  by  Shoben's  discussion  (16) 
of  a  study  by  Bordin   (2).     In  this  study  Bordin  ascertained  the  expectations  of  counseling  manifested 
by  clients  at  a  counseling  center,  some  of  whom  came  for  help  in  making  a  particular  decision,  while 
others  came  with  a  belief  that  they  were  themselves  in  need  of  help  as  the  source  of  their  own  dif- 
ficulties.    Shoben  writes:     "The  implications  of  this  observation  are  manifold,  but  they  place  partic- 
ular stress  upon  the  importance  of  initial  contacts,  the  process  of  structuring,  and  the  appraisal  of 
the  client's  adequacy."    Different  types  of  handling  may  be  called  for  with  the  different  types  of 
underlying  problems.     The  very  forms  that  are  filled  out  by  a  client  do  something  to  structure  the 
relationship. 


Persona!  Appraisal 

The  focus  on  personal  appraisal   is  illustrated  by  the  clinical  study  of  a  person,  as,  for  example, 
in  the  personal  descriptions  typically  written  on  the  basis  of  intelligence,  aptitude,  and  personality 
tests.     To  Bordin,  for  instance,  description  of  the  person  leading  toward  assistance  in  his  personality 
development  is  the  primary  appraisal  objective  of  psychological  counseling  (3). 

It  is  easy  to  conclude  from  Bordin's  writing  that  his  interest  is  largely  in  personality  develop- 
ment and  that  he  sees  no  place  for  vocational   appraisal   and  counseling  as  usually  conceived.  Williamson 
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has,    in  fact,  written  that  Bordin  "tends  to  identify  diagnosis  with  emotional  maladjustment"  (19, 
p.   202).     But  only  the  first  part  of  the  proposition  is  true;  while  Bordin   is  concerned  with  releas- 
ing growth  processes  rather  than,  or  as  a  means  to,  solving  immediate  problems,  he  also  recognizes 
the  place  of  other  types  of  appraisal   and  counseling.     He  acknowledges  that  some  clients  come  with 
their  personal  problems  solved  or  under  control,  needing  only  information  about  themselves  and  about 
occupations,  as  well  as  help  in  using  this  information.    Williamson  might  better  have  stated  that 
Bordin  is  not  particularly  concerned  with  the  needs  and  counseling  of  this  personally  effective  group 
of  clients,  whereas  he,  Williamson,    is.     So  are  most  vocational  counselors. 


Prognostic  Appraisal 

Appraisal   for  prognostic  purposes  is,  as  was  pointed  out  above,  generally  an  outcome  of  personal 
appraisal.     That  is,  the  study  of  personal  data,  school  and  work  experiences,  psychological  tests, 
and  job  requirements  leads  to  a  prediction  of  the  individual's  prospects  of  success  in  one  or  more 
types  of  occupations.     This  is  what  many  clients  expect  when  they  come  for  vocational  counseling;  it 
is  what  vocational  counselors  typically  attempt  to  do,  whether  they  aim  to  use  the  data  to  give  the 
client  a  prediction  or  to  help  him  understand  himself  and  his  situation  so  that  he'  may  reach  a  deci- 
sion of  his  own. 

The  emphasis  on  collecting  data  for  appraisal  purposes,  especially  the  prognostic  type,  can  and 
often  does  lead  to  the  means  becoming  the  end.     The  fallacy  "seems  to  have  been  to  expect  the  counse- 
lee  to  gain  insight  by  the  same  rational  processes  used  by  the  counselor"  (18,  p.  5)   in  developing 
his  understanding  of  the  client.     More  recently,  Dressel    (5)  observed  the  work  of  college  counselors 
and  concluded  that  they  frequently  become  so  preoccupied  with  gathering   information  about  counselees 
that  they  lose  sight  of  helping  clients  to  understand  themselves. 

Appraisal,   then,  can  have  quite  different  meanings.     It  can  mean  the  initial   appraisal  of  the 
type  of  problem  presented.     It  can  mean  understanding  a  person's  make-up  and  resources.     It  can  mean 
obtaining  a  basis  for  a  prediction.     All   three  of  these  meanings  are  important.     In  this  paper,  the 
assumption  is  that  the  first  type  of  appraisal   has  been  made,  and  that  the  problem  is  truly  one  of 
appraising  vocational   promise  or  fitness.     We  may  then  concentrate  on  the  last  two  types  of  appraisal 
which  are  intimately  related.     While  our   interest   is  ultimately   in  the  last  type,   that   is   in  progno- 
sis,   in  locating  a  sound  vocational   objective,   the  fact  that  prognosis   is  based  on  understanding 
means  that  we  are  interested  in  both. 

The  word  "preliminary"  raises  a  question  clarified  later.  Al 1  appraisals  are,  basically,  pre- 
liminary, or  tentative.  All  are  subject  to  revision  as  more  data  are  collected  and  new  insights  are 
developed.  It  is  only  external  pressures  which  dignify  appraisals  as  final  or  definitive,  pressures 
arising  from  the  facts  that  semesters  begin  and  end,  patients  are  discharged,  jobs  start  and  finish, 
and  larders  get  empty.  For  our  purposes,  it  makes  little  difference  whether  the  appraisal  is  termed 
preliminary,    intermediate,  or  definitive. 


Appraisal   and  Counseling 

The  role  of  the  vocational  appraiser  has  generally  been  described  as  that  of  an  objective  third 
person  who  can  assemble,  evaluate,  and  synthesize  facts   in  a  detached  manner   (6,    ]k,    19).     To  nond i - 
rective  counselors  this  has   implied  an  attitude  which  makes  accepting  the  client  difficult   if  not 
impossible,  and  since  acceptance  and  a  permissive  atmosphere  are  considered  essential,  diagnosis  and 
appraisal   are  frowned  upon  (15).     When  the  conflict  between  those  two  points  of  view  became  clear, 
it  left  many  counselors   in  a  confused  state  of  mind.     'To  diagnose  or  not  to  diagnose"  became  the 
question.     But  synthesizing  forces  have  been  at  work.     Part  of  one  book  on  testing   (17)  was  devoted 
to  this  type  of  synthesis,  and  recently  Tyler  has  achieved  a  somewhat  different  synthesis  quoted  here 

In  order  to  make  searching  diagnoses  and  evaluate  prognoses ...  the  counselor 
must  adopt  an  objective  third-person  sort  of  attitude....     This   is  quite  a  dif- 
ferent approach  from  the  one  he  takes  during  an   interview,  when  he  attempts  to 
get  the    'feel'    of  the  client's  experience.     It  would  not  seem  that  the  conflict 
between  the  two  attitudes  would  need  to  be  irreconcilable,  since  a  large  part  of 
the  diagnostic  thinking  goes  on  between ,  rather  than  during  i nterv i ews . . . ( 1 8 , 
P.  86). 

We  have  tried. ..to  avoid  the  difficulties  that  have  grown  up  around  the  diag- 
nosis  issue  by  giving  up  the   idea  that  the  counselor's  main  business   is  prognosis, 
and  shifting  our  attention  to  specific  decisions  which  he  does  find   it  necessary 
to  make.     In  disposing  of  diagnosis   in  this  way,  have  we  lost  sight  of  anything 


important?...     If  the  counselor  refuses  to  pass  judgment  on  the  facts  and  make 
the  best  prognosis  that  he  can,   is  he  not  simply  shifting  the  burden  to  the 
client's  shoulders  and  thus  demanding  that  predictions  be  made  by  someone  much 
less  qualified  than  himself  to  make  them  with  accuracy?    We  would  agree  that  a 
very  essential  part  of  the  vocational  counselor's  task  is  the  synthesizing  of 
test  results,  background  information,  and  expressed  attitudes  into  a  coherent, 
understandable  whole.     But  this  need  not  be  regarded  as  diagnostic  activity  and 
it  need  not  lead  to  definite  predictions.     If  the  counselor  can  convey  his  syn- 
thesis to  the  client  and  enable  him  to  assimilate  it,  the  decision  that  finally 
crystallizes  out  need  not  be  the  one  occupation  or  educational  plan  carrying  the 
best  prognosis.     It  will  be  instead  a  course  of  action  for  which  the  cl lent  i s 
completely  wi 1 1 i  ng  to  take  the  consequences   (18,  pp.   101 -103) . 

If  one  may  add  to  Tyler's  last  sentence,  her  statement  will  express  the  writer's  point  of  view 
very  adequately.     The  last  sentence  would  read:     "It  will  be  instead  a  course  of  action  for  which 
the  cl ient  is  completely  wi 1 1 ing  to  take  the  consequences  ,  1 ead  i  ng  to  a  goal  wh  i  ch  i  s  based  on  a 
cooperat  i  ve  real i  st  i c  appraisal  of  the  factors  i  nvol ved . "    By  maki  ng  this  add  i  t  i  on  ,  the  cont r  i  but  i  on 
of  the  appraisal  process  to  the  qual i  ty  of  the  dec  i  s  i  on ,  as  wel 1  as  the  nature  of  the  dec  i  s  i  on 
maki  ng ,   is  made  clear.     Society  has  an  interest  in  both  the  nature  of  the  decision  making  and  In  the 
quality  of  the  decision. 


The  Appraisal  Process 


So  far,  we  have  looked  at  the  extremes  of  the  continuum  of  attitudes  toward  appraisal,  coming 
back  to  what  I  believe  to  be  a  balanced  position  in  my  modification  of  Tyler's  statement.     Taking  up 
in  some  detail  the  nature  of  the  appraisal  process,   let  us  examine  briefly  the  position  of  psycholo- 
gists who  recognize  the  importance  of  appraisal  but  take  a  dim  view  of  its  validity.     Perhaps  the 
best  single  bit  of  evidence  of  the  importance  attached  to  appraisal   is  the  factfllled,  thoughtful, 
and  thought-provoking  little  book  by  Paul  Meehl    (12).     Further  evidence  is  available  in  the  earlier 
study  by  Kelly  and  Fiske  (9).     More  recently,  there  is  a  small  but  significant  article  by  McArthur 
(11).    And  most  convincing,  perhaps,   is  the  attention  paid  to  these  and  other  such  contributions  in 
reviews  such  as  those  by  Shoben  and  by  Cronbach  in  the  1956  Annual  Rev i ew  of  Psychol ogy ,  and  at  the 
1956  APGA  Convention  in  the  panel   in  which  McArthur,  Meehl,  and  Tiedeman  were  major  participants. 

Some  of  the  current  discussion  has  to  do  with  the  relative  validity  of  statistical  versus 
clinical  prediction.     !n  terms  of  counseling,  the  issue  is  one  of  the  relative  advantages  of  voca- 
tional counseling  solely  on  the  basis  of  regression  equations,  as  contrasted  with  counseling  on  the 
basis  of  a  subjective  appraisal  of  the  factors  bearing  on  vocational  choice.     At  other  times  the 
discussion  has  been  of  the  nature  of  the  clinical,  diagnostic,  or  appraisal  process.     The  question 
has  then  been  how  the  counselor  evaluates,  weighs,  and  synthesizes  his  data  in  order  to  arrive  at  a 
picture  of  a  person  and  at  a  prognosis. 

Since  in  vocational  counseling  a  great  variety  of  data  are  evaluated,  and  since  so  many  occupa- 
tions are  likely  to  be  considered  that  regression  data  are  not  available,  the  first  question  is  not 
of  practical   importance.     The  relative  validity  of  regression  and  appraisal   techniques  needs  to  be 
considered  in  selection,  but  not  in  counseling  programs.     Here,  the  second  question  becomes  important. 

The  use  of  tests  by  a  vocational  counselor  is  therefore  of  necessity  generally 
not  a  predictive  process  (in  the  actuarial  or  statistical  sense)  but  rather  a 
cl inical  procedure.     A  var  i ety  of  data  have  to  be  stud i ed  i  n  rel at  i on  to  each 
other  and  hypotheses  are  establ i  shed  for  the  consideration  of  the  cl ient.  It 
should  be  noted  that  the  term  hypotheses  is  used,  rather  than  conclusions,  as 
their  bases  are  not  definitive  enough  to  warrant  the  term  conclusion.     The  client 
decides  which  hypothesis  seems  most  likely  to  him,  aided  by  the  mature  experience 
and  accepting  attitude  of  the  counselor,  and  proceeds  to  test  it  by  embarking  upon 
an  appropriate  plan.    This  plan  is  subject  to  review  and  revision  on  the  basis  of 
subsequent  experience,  either  with  the  continuing  aid  of  the  counselor  or  by  the 
cl ient  alone  (17,  p.  533) . 


Setting  Up  Hypotheses 


The  concept  of  the  clinical  or  appraisal  process  as  the  setting  up  of  hypotheses  for  subsequent 
testing,  probably  first  formulated  by  Allport  (1)  as  the  " i ntegrat i ona 1  hypothesis,"  pervades  the 
discussion  which  has  been  so  lively  during  the  past  few  years. 
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Williamson  (19),  Meeh I  (12),  and  the  Pepinskys  (14),  among  others,  have  stressed  the  importance 
of  the  formulation  and  testing  of  hypotheses. 


The  consensus  is  that  the  counselor  reviews  a  large  number  of  diverse  facts,  relates  these  facts 
to  each  other  in  order  to  make  judgment  as  to  how  they  should  be  interpreted  and  combined,  and  from 
them  constructs  a  picture  of  his  client.     Meehl   refers  to  this  first  outcome  of  appraisal  as  a  "con- 
ception of  a  person,"  McArthur  calls  it  a  "clinical  construct,"  the  Pepinskys  a  "hypothetical  person." 
As  Murray  (13).  one  of  the  first  writers  on  the  process,  puts  it,  "By  the  observation  of  many  parts 
one  finally  arrives  at  a  synthetic  conception  of  the  whole,  and  then,  having  grasped  the  latter  one 
can  reinterpret  and  understand  the  former."    The  whole  also  serves  as  the  basis  for  prediction,  for 
the  second  outcome  of  appraisal.     "The  immediate  basis  of  the  predicted  behavior  is  the  state  of  the 
person  in  conjunction  with  the  assumed  future  state  of  the  stimulating  field"  {\2,  p.  kS) ,     If  he 
had  borrowed  the  Pepinskys1  term,  he  would  have  referred  to  "the  state  of  the  hypothetical  person  in 
conjunction  with  the  state  of  the  hypothetical  field." 

While  actuarial  predictions  also  enter  into  the  counselor's  thinking,  for  he  takes  into  account 
data  such  as  the  fact  that  most  men  of  the  client's  ability  level   fail    in  the  occupation  in  question, 
it  is  believed  by  some  that  it  is  this  hypothetical  person,  this  picture  developed  of  a  client  as  a 
result  of  studying  the  available  data,  that  gives  the  best  predictions.     "It  was  from  that  clinical 
construct  and  not  from  any  single  datum  that  good  predictions  were  made....     The  good  predictions 
came  from  the  construct  as  a  whole"  (11). 

In  developing  this  clinical  construct,  McArthur's  best  clinicians  were  not  guided  by  preconceived 
psychological   theories  nor  by  experience  with  previous  cases,  but  rather  by  a  theoretical  framework 
derived  from  the  study  of  the  facts  on  the  case  in  question.     In  other  words,  they  developed  a  theory 
for  each  client,  working  inductively.     The  data  were  paramount.     Those  who  applied  existing  theories 
in  a  doctrinaire  fashion  turned  out  to  be  the  poorest  appraisers. 

A  more  systematic  study  by  Koester  (10)  had  counselors  do  their  appraisal  work  out  loud  for 
recording.     The  process  of  appraisal  appeared  to  be  an  orderly  one,  beginning  with  examination  of 
data,   interpretation  of  these  facts,  the  formulation  of  hypotheses  on  the  basis  of  combinations  of 
these  facts,  and  the  evaluation  of  the  hypotheses  thus  induced  in  the  light  of  a  re-examination  of 
the  data.     The  procedure  was  eclectic,   inductive  as  in  the  case  of  McArthur's  clinicians,  the  focus 
being  on  making  the  theory  fit  the  data  rather  than  on  fitting  the  data  to  a  theory.     The  best  coun- 
selors made  the  most  effort  to  ascertain  whether  any  of  their  data  might  cause  them  to  refute  a 
hypothesis  once  developed.     Understanding  came  as  data  began  to  fall    into  combinations  and  hypotheses 
emerged . 

In  a  recent  study  of  the  clinical  prediction  of  success  and  failure  in  flying,  Holtzman  and 
Sells   (8)  found  that  outstanding  clinicians  tended  to  be  consistently  wrong  while  agreeing  remarkably 
well   in  their  errors.     As  Shoben  points  out  (16,  p.   156),   this  suggests  that  the  psychological  theo- 
ries which  currently  guide  the  organization  of  data  are  less  useful   than  theories  which  are  derived 
from  data  concerning  the  individual   being  appraised. 

In  setting  up  hypotheses  about  a  client,  then,   it  is  important  to  be  guided  by  the  data  rather 
than  by  preconceived  theories.     As  McArthur  pointed  out  (11),  theory  may  help  to  explain  a  stray 
fact;   it  may  give  clues  which  help  the  counselor  place  it  in  the  framework  of  the  total  personality 
which  has  been  erected  by  more  eclectic  means.     Meehl,  too,  has  stressed  the  necessity  of  "thinking 
up  the  best  hypotheses  concerning  the  organization  of  the  individual's  personality"  (12)  and  calls 
the  initial  formulation  of  the  hypothesis  a  "genuine  creative  act."    Similarly,  the  Pepinskys  stress 
the  desirability  of  the  counselor's  checking  his  inferences  with  those  other  counselors  draw  from  the 
same  observations,  and  they  also  devote  considerable  space  to  consultations  and  case  conferences  as  a 
technique  for  doing  this   (14,  pp.   186,  191ff). 


Meehl   raises  the  question  of  when  creating  hypotheses   is  likely  to  help  predictions   (12,  p.  208) 
and  suggests  that  "for   'open-ended'  prediction  problems  the  intermediate  construct-bu i 1 d i ng  steps 
will   show  up  to  greater  advantage  than  they  have   in  the  prediction  problems  hitherto  studied."  He 
is  thus  in  agreement  with  the  position  (18)  that  when  regression  equations  can  be  developed  for  a 
particular  situation,  as  for  example  in  the  selection  of  students  and  interns  in  clinical  psychology, 
statistical  methods  are  best,  but  that  when  one  is  counseling  concerning  careers,  any  number  of  which 
are  theoretically  open  to  the  client   in  question   (Meehl  's  "open-ended"  situation),  clinical  appraisal 
is  "best"  because  it   is  the  onl y  possibility. 


When  Are  Hypotheses  Appropriate? 
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It  has  been  demonstrated  that  falling  into  the  error  of  relying  on  stereotypes,  or  of  becoming 
enamored  of  a  theory,    is  very  easy   (8).     The  Menninger  Clinic  study  described  bel ow  is  another  illus- 
tration of  the  dangers  of  the  crystal   ball.     It   is  therefore  relevant  to  ask  how  setting  up  hypotheses 
can  be  practiced  without  perpetuating  what  might  be  called  the  clinical  fallacy. 

The  answer  has  been  supplied  by  several  writers  on  this  subject.     Williamson's  discussion  states: 
"The  counselor  tests  his  diagnoses   in  one  of  several  ways.     He  first  uses  the  method  of  logic... next 
he  reviews  the  case  data  subvocally  or  by  talking  with  the  student  to  see  if  the  diagnosis   is  con- 
sistent with  the  essential   facts  of  the  case,  with  the  results  of  relevant  research  or  with  similar 
student  cases.     In  other  words,  he  tests  by  the  cr i  ter ion  of  cons  i  stency  o_r  congruence"  (19,  p.  205). 
Koester   (10)  and  McArthur   (11)  have  shown  how  effective  counselors  proceed  ec 1 ec t i ca 1 1 y ,  derive  theo- 
ries from  data,  and  look  for  data  which  might  cause  them  to  refute  their  hypotheses.     The  Pepinskys, 
as  Hobbs  and  Seeman  pointed  out  in  the  Annual  Rev  i  ew  of  Psychol ogy  for  1955  (7,  pp.  383-38*0,  have 
as  a  safeguard  their  "thesis  that  the  counselor  should  be  both  counselor  and  scientist,   that  he  should 
adopt  in  his  work  with  clients  the  same  set  that  the  scientist  does  in  his  approach  to  any  other  prob- 
lem in  learning.     The  set  involves  an  awareness  of  theory,  accurate  observation,  the  establishment  of 
specific  hypotheses  (in  each  counseling  situation  the  construction  of  a  'hypothetical  client'),  the 
checking  of  hypotheses  against   independent  criteria,   the  willingness  to  abandon  unfruitful  hypotheses 
and  adopt  new  ones,  and  the  willingness  to  eschew  absolutes  for  a  process  of  successive  approxima- 
t  i  ons . . . . " 

One  further  safeguard  is  the  counselor's  method  of  sharing  the  results  of  his  appraisal  with 
the  client.     The  client's  reactions  to  the  data  and  to  the  counselor's  tentative  interpretations 
(often  put  in  the  form  of  a  question  beginning  with  "could  that  mean....")  "provide  a  healthy  cor- 
rective for  the  counselor's  own  possible  biases"  (17,  pp.  536-5^0).     An  accepting  attitude  on  the 
part  of  the  counselor,  a  genuine  respect  for  the  client  as  a  person,  the  homeostatic  forces   in  the 
client,  and  a  cooperative  approach  to  the  work  of  appraisal  and  counseling,  provide  other  important 
safeguards  against  the  counselor's  letting  his  biases  dominate. 


Occupational  Applications 


The  point  was  made  in  this  paper  that  setting  up  hypotheses  for  prognosis  is  most  likely  to 
prove  useful    in  what  Meehl  called  "open-ended"  situations,  as  in  career  counseling,  because  of  the 
many  possibilities,  the  lack  of  regression  data,  and  the  great  variety  of  other  relevant  data.  But 
in  vocational  counseling,  particularly  in  rehabilitation,  one  often  reaches  a  point  at  which  one 
deals  with  the  question  of  suitability  for  a  specific  occupation.     Should  this  man  prepare  to  be  a 
psychologist?     Is  this  man  qualified  to  train  for  psychiatry?    Will   this  third  man  succeed   in  pilot 
training?     These  are  selection-type  questions.     The  judgments  are  indeed  the  same  as  those  made  in 
selection.     When  selection-type  regression  data  are  not  available,  will   appraisal  work?  Using 
assessment  or  appraisal  methods,  the  OSS  asked  questions  such  as  these  about  relatively  unknown 
occupations  such  as  that  of  secret  agent.     Psychologists   in  the  VA  and  at  the  University  of  Michigan 
asked  them  about  their  own  occupation  of  clinical   psychologist.     Hoi tzman  and  Sells  asked  them  about 
pilots,  an  occupation  little  known  to  the  assessors.     And  the  Menninger  Clinic  asked  them  about  psy- 
chiatrists. 

It  is  noteworthy  that  even  in  the  studies  in  which  the  appraisers  knew  the  occupation  well  (the 
studies  of  psychiatry  and  clinical  psychology),  the  appraisals  had  little  validity.     Thus,  although 
the  clinical  appraisal  of  a  person  appears  to  be  the  only  kind  one  can  make  when  regression  data  are 
lacking,  misgivings  expressed  some  years  ago  are  still   justified;   "...it   is  probably  in  the  making 
of  occupational   applications  that  clinical  method  makes  the  gravest  errors.      It   is  one  which  should 
be  used  only  by  counselors  who  have  acquired  both  an  intimate  knowledge  of  tests   (and  other  data) 
and  an  even  greater  fund  of  information  concerning  occupational  activities  and  requirements"  (17, 
p.  539).    Apparently  the  clinical  psychologists  and  psychiatrists  of  the  Michigan  and  Menninger 
studies  had  too  little  of  one  or  both  of  these.     Cronbach  attempts  to  explain,   in  the  Annual  Rev  i  ew 
of  Psychology  for  1956,  as  follows:     "Assessment  encounters  trouble  because  it  involves  hazardous 
inferences."    Assessors  have  been  foolhardy  to  venture  predictions  of  behavior  in  unanalyzed  situ- 
ations, using  tests  whose  construct  interpretations  are  dubious  and  personality  theories  which  have 
more  gaps  than  solid  matter. 

...The  clinical   judge  adds  valid  variance.     But  he  makes  overbold  predictions, 
underweights  relevant  scores  in  favor  of  his  clinical  data,  employs  stereotypes 
instead  of  admitting  his   ignorance  of  what  makes  a  good  pilot  or  psychiatrist, 
and  commits  himself  to  a  single   'most  likely'   personality  structure   instead  of 
reporting  the  tentative  alternative  (k ,  pp.  173~'75). 
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Cronbach's  and  Kelly's  conclusions  appear  to  be  in  direct  contradiction  to  the  position  taken 
by  Meehl   and  McArthur.     The  latter  recommended  the  clinical  method  for  open-ended  situations.  Voca- 
tional counseling  is  one  of  these.     But  the  former  cone  1 ude, f rom  rather  convincing  evidence,   that  an 
ounce  of  statistics   (e.g_.  ,  one  Strong's  Blank  Scale)    is  worth  a  pound  of  clinica   (e.g_.  ,  one  counse- 
lor's judgment).     How  can  one  reconcile  this  apparent  contradiction? 

Cronbach's  and  Kelly's  comments,   like  those  of  McArthur,  contain  implicit  suggestions  as  to 
ways  of  remedying  the  situation.     Since,    in  vocational   counseling,  we  generally  have  no  substitutes 
for  clinical   appraisal,    it   is   important  to  state  these  suggestions  clearly  and  to  keep  them  in  mind 
in  the  work  of  appraisal.     The  underlying  principles  may  be  formulated  as  follows: 

1.  The  situation  for  which  the  prediction  is  to  be  made  should  be  analyzed  as  objectively  as 
possible  and  understood  as  well   as  possible. 

2.  The  diagnostic  or  predictive  data  which  should  be  relied  on  most  heavily  are  those  whose 
significance  for  future  behavior   (validity)    is  best  established;  those  which  should  be  relied  upon 
least  heavily  are  those  whose  predictive  validity  is  least  known. 

3.  Inferences  about  the  personality  of  the  client  should  be  made  from  data  about  and  relevant 

to  the  client,  hypotheses  concerning  him  should  be  derived  from  these  inferences,  and  these  hypotheses 
should  be  tested  for  congruity  with  all   of  the  data. 

k.     The  hypothetical   client  thus  pictured,   and  the  behavior  predictions  derived  from  this  pic- 
ture, should  be  tested  against  the  picture  of,  and  predictions  for,   the  client  developed  by  other 
observers,    including  the  client  himself. 

5.     The  predictions  should  be  expressed  as  probabilities  and  possible  alternative  outcomes 
should  be  recognized. 


Conclusions  Concerning  the  Procedure  of  Appraisal 


In  this  review  of  current  thinking  on  the  process  of  appraisal,  something  approaching  a  consen- 
sus concerning  the  elements  of  a  procedure  has  emerged.     These  elements  are  (1)  data  about  the  client, 
(2)   inferences  from  the  specific  data  which  help  to  develop  a  picture  of  the  client,    (3)  hypotheses 
derived  from  these  inferences  which  round  out  the  picture  of  a  "hypothetical  client,"  and   (^t)  pre- 
dictions which  stem  from  these  hypotheses  and  which  describe  anticipated  future  behavior.     It  may 
help,    in  concluding  this  paper,   to  review  what  these  procedures   involve   in  vocational  appraisal. 


Data 

The  client  data  needed   in  vocational   appraisal  may  be  classified  as  socio-economic,  physical, 
educational,  occupational,  and  psychological.     These  types  of  client  data  are  familiar  and  need  not 
be  described  here.     They  are  the  basic  data  of  appraisal,  and  concerning  some  of  them  we  have  con- 
siderable validity  information   (e.g_.  ,   the  significance  of   intelligence  test  scores  for  success  in 
professional   training),  while  concerning  others  we  have  relatively  little  validity  information  (e.g_.  , 
the  relationship  between  father   identification  and  occupational  choice). 


I nf erences 

Having  a  variety  of  data  concerning  the  client,   the  counselor  then  proceeds  to  make  inferences 
concerning  him.     Data  concerning  parental   occupation,  place  of  residence,  education,  and  social 
affiliations  lead  to  inferences  concerning  financial   resources,  contacts,  parental   attitudes  which 
may  influence  choice,  etc.     Data  concerning  intelligence  test  scores,  grades,  attitudes  while  taking 
tests,  and  reported  attitudes  toward  schooling,   lead  to  inferences  concerning  the  client's  function- 
ing  intelligence  level.     Similarly,  a  myriad  of  other  data  lead  to  a  number  of  other  inferences. 
Whole  textbooks  have  been  written  concerning  their  occupational   significance.     As  these  inferences 
are  developed  and  compared  with  each  other,    inconsistencies  and  compatibilities  appear,  and  some 
inferences  are  revised   in  order  to  take  the  newly  discovered  data  and  relationships   into  account. 
Thus  many  discrete  facts  are  organized   into  a  few  inferences. 
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Hypotheses 


As  these  inferences  are  examined,  they  begin  to  fall    into  patterns.     One  hypothesis  may  be  that 
this  intelligent  son  of  middle-class  parents  expresses  vocational  aspriations  which  are  supported  by 
his  parents  and  warranted  by  his  strong  motivation  to  achieve.     As  other  such  hypotheses  are  derived, 
the  total  picture,  or  person,  emerges.     This  is  the  process  which  the  Pepinskys  have  described,  which 
Koester  studied,  and  which  McArthur  and  Meehl  outlined.     Its  technique  is  difficult  to  communicate 
because  it  has  still  been  so  little  studied.     At  present,  we  seem  to  have  to  learn  it  by  doing  it, 
rather  than  by  reading  about  it  or  listening  to  lectures  on  it. 


Pred  i  ct  i  on 

Having  a  hypothetical  picture  of  the  client,  we  finally  make  predictions  as  to  what  he  will  do 
and  how  he  will  behave.     Client  A,  we  may  predict,  will  probably  enter  and  succeed  in  engineering 
school.     He  comes  from  upward  mobile  middle-class  parents  who  probably  see  education  as  a  means  of 
betterment  and  a  professional  career  as  the  acme  of  achievement.     He  has  a  high  level  of  ability, 
and  a  superior  general  achievement  record.     His  interests  are  like  those  of  engineers.     Client  B,  on 
the  other  hand,  may  be  given  a  prediction  of  finishing  his  education  with  liberal  arts  college  gradu- 
ation and  of  then  entering  business.     He  has  the  same  pattern  of  ability,  achievement,  and  interest, 
but  his  upper-class  family  background  suggests  nonprofessional  values  and  goals,  nonpercept i on  of 
professions  as  status  giving,  and  social  pressures  which  will   lead  toward  executive  employment.  We 
will  take  into  account  the  fact  that  client  A  may,   if  he  goes  to  a  certain  college,  acquire  executive 
values  and  seek  that  way  of  life  rather  than  the  professional;  and  we  will  note  also  that  the  current 
premium  on  scientific  skills,  supplemented  by  particularly  good  science  teaching,  may  win  client  B 
over  to  the  professional  way  of  life.     Our  hypotheses  will  take  the  possible  operation  of  these 
forces  into  account,  and  we  will  qualify  our  predictions  accordingly.     Further  exploration  on  the 
parts  of  clients  A  and  B  as  they  approach  and  go  through  college  will  help  to  refine  the  hypotheses 
and  to  narrow  down  the  predictions. 
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THE  EVALUATION   INTERVIEW  IN 
VOCATIONAL  COUNSELING 

John  W.  Gustad 


It  is  certain  that  we  would  agree  on  one  point:     that  there  is  no  such  thing  as  the  evaluation 
interview.     Leaving  aside  the  question  of  whether  evaluation  has  a  place  in  counseling  and  assuming 
that   it  has,   it   is  a  truism  that  the  counselor  begins  his  evaluation  the  moment  he  opens  the  case 
folder  and  completes  it  only  when  the  client  has  terminated.     Even  then,  of  course,   it  would  be 
somewhat  over-optimistic  to  feel   that  evaluation  had  been  completed.     Certainly,   there  are  few  or  no 
cases  in  which  we  could  not  get  more  information,  could  not  develop  more  penetrating  insights,  could 
not  help  the  client  to  understand  himself  better. 

There  may  well  be  times  when  evaluation  is  emphasized  more  than  at  others,  when  scattered  bits 
and  pieces  of  information  are  pulled  together  as  systematically  as  possible  for  some  reason  or  other. 
Perhaps  this  is  necessary  for  administrative  reasons.     In  staffing  a  patient  for  treatment,   it  is 
usually  necessary--at  least,   it  is  customary--to  develop  a  first  approximation  of  an  evaluative 
statement  so  that  a  counselor  or  therapist  may  be  assigned  and  a  program  begun.     Perhaps   it   is  neces- 
sary to  reach  such  a  tentative  decision  so  that  a  training  program  may  at  least  be  considered.  But 
let  us  not  mislead  ourselves  and  think  that  we  can  package  the  evaluation  process  neatly  and  separate 
if  from  the  other  processes  in  counseling.     Diagnosis  and  treatment,  evaluation  and  counseling,  these 
are  the  warp  and  woof  of  our  Jobs.     We  ignore  either  at  our--and  the  c 1 i ent 1 s--per i 1 . 

With  this  agreement  behind  us,  the  remaining  space  will  be  devoted  to  considering  several  of 
what  the  writer  believes  to  be  major  issues  in  the  evaluative  process.     There  are  many  more  issues 
than  we  can  consider;   it  is  necessary  to  select  only  a  few.     First,  there  is  the  matter  of  the 
formal,  theoretical  models  which  we  employ  in  making  evaluations.     Leaving  aside  the  analytic  and 
the  phenomenol  og i cal  models  which  present  special  problems,  there  are  three  which  are  of  particular 
interest:     the  multiple  regression,  the  information  theory,  and  the  statistical  decision  theory 
models.     There  is,  secondly,  a  series  of  questions  having  to  do  with  the  kinds  and  quality  of  the 
information  used  in  making  evaluations.    Thirdly,  there  is  growing  concern  about  the  role  played  by 
the  client  in  evaluation,  for  it  is  h  i  s  broadening  knowledge  and  understanding  with  which  we  are 
ultimately  concerned.     There  is,  finally,  a  question  of  evaluating  our  evaluations.     How  good  are 
they,  and  how  do  we  know? 


CI inician  or  Scientist? 


In  turning  to  the  problem  of  the  models  which  we  employ  in  making  evaluations,  there  are  two 
related  issues  which  keep  cropping  up  in  the  published  literature  and  in  discussion  groups  which 
should  be  discussed.     One  of  these  might  be  described  as  the  sc i ence-versus-art  problem;  the  other 
has  to  do,   in  the  terms  used  by  Meehl   (10),  with  the  clinical  versus  statistical  prediction. 

We  have  all  heard  and  most  of  us  have  participated  in  discussions  of  whether  evaluation  is  art 
or  science.     Psychologists,  nurtured  in  the  traditions  of  science,  are  extraordinarily  sensitive  to 
this  problem.     Some  insist  that  evaluation  as  now  practiced  is  science.     Others,  more  realistic, 
insist  that  there  are  substantial  elements  of  science  in  evaluation  and  must  be  more  in  the  interests 
of  better  counseling  but  that  art  is  very  much  a  part  of  the  process.     Still  others,  fleeing  from  un- 
pleasantness, hold  that  evaluation  is  art  and,  because  art  is  supposed  to  have  some  virtue  not  possessed 
by  science,  that  it  should  always  be  so  in  very  large  measure.     Some,  to  resolve  the  conflict,  insist 
that  science  and  art  are  fundamentally  the  same.     The  writer  does  not  believe  that  all  scientific 
progress  comes  about  as  the  result  of  clear,  logical  deduction  from  empirically  derived  data. 
Spectacular  mistakes,  hunches,  and  wild  guesses  have  all   played  their  parts   in  the  development  of 
science.     There  is  some  element  of  art  in  all   science,    if  we  mean  by  art  an  expression  of  unverbal- 
ized,  perhaps  unrecognized,   impulses  and  inferences. 

At  the  same  time,   it  could  not  be  conceded  either  that  art  and  science  are  isomorphic  or  that 
evaluation  is  and  must  remain  art.     The  writer  prefers  to  live  with  the  conflict,   recognizing  that 
a  substantial   part  of  what  he  does   in  his  counseling   is  not  science  in  the  usual   terms  but  hoping 
and  striving  all   the  time  to  increase  the  proportion  of  science  in  counseling.     To  live  in  conflict 
is  not  easy,  but  neither  is  counseling. 


Reprinted  from  the  Personnel  and  Guidance  Journal  ,  1957,  26,  2^2-250,  with  the  permission  of 
the  author  and  publisher. 
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The  question  of  clinical   versus  statistical   prediction  is  equally  difficult.     It   is  the  subject 
of  Meehl  's  provocative  book,  and   it  has  been  the  subject  of  several   highly  stimulating  symposia  at 
professional  meetings.     Meehl   cites  a  number  of  studies   in  which  statistical   predictions  are  either 
as  good  as  or  better  than  predictions  made  by  experienced  clinicians.     McArthur   (9),  notable  among 
others,    insists  that  Meehl    is  not  really  talking  about  clinical   prediction  as   it  should  be  talked 
about.     He  insists,  for   instance,   that  a  clinical  prediction  must  be  based  on  30  to  hO  hours'  data 
collection  including  interviews  and  tests  of  various  kinds.     With  these  data,   the  experienced  clini- 
cian can,  he  says,  make  predictions  which  no  regression  equation  can. 

Meehl  counters  that  most  clinicians  and  counselors  can  and  perhaps  must  do  both  but  that  they 
should  realize  what  they  are  doing  and  choose  the  method  to  fit  the  case.     The  writer  has  no  resolu- 
tion for  this  problem,  but  does  feel   that   it   is   important  for  counselors  to  analyze  what  they  are 
doing,   to  make  explicit  as  many  of  their  assumptions  as  possible,  and  to  be  intellectually  honest 
enough  to  avoid  making  virtues  of  necessities. 

Models  for  Evaluation 


As  mentioned  above,   there  are  three  major  models  which  are  or  may  be  useful    in  evaluation.  By 
all  odds  the  commonest   is  the  multiple  regression  model.     Here,  one  collects  as  much  (presumably) 
criterion  relevant   information  as  he  can,  weights   it  optimally,  and  tries  to  combine  the  information 
so  that   it  will   predict  the  client's  criterion  behavior  as  well   as  possible.     Sometimes,   there  are 
actually  formally  established  regression  equations   into  which  test  scores  can  be  put,   the  indicated 
arithmetic  operations  performed,  and  a  predicted  criterion  score  can  be  derived.     Far  more  often, 
however,   the  beta  weights  are   in  the  counselor's  head,  accumulated   informally  through  experience, 
unanalyzed  by  formal   statistical  methods.     Yet,  even  so,  we  employ  the  model    in  that  we  weight,  often 
unconsciously  or  sem i consc i ous I y ,   the   information  obtained   in  terms  of  how  we  think  it  should  go 
together   in  providing  us  a  picture  of  what  the  client  will  do.     Here  again,  we  are  back  at  part  of 
the  clinical   versus  statistical   prediction  argument. 

it   is  not  enough  to  say  that  the  weights  carried  around   in  counselors'  heads  are  probably  based 
on  bad  samples,  are  subject  to  motivated  distortions,  are  unstable.     The  fact   is  that  for  most  of 
the  situations  which  we  encounter  there  are  no  formally  established  regression  equations.     Must  we, 
then,  abandon  the  regression  model   until   all   the  necessary  thousands  of  equations  have  been  developed? 
For  the  time  being,  we  must  make  as  explicit  as  possible  the  bases  of  our  predictions  and  the  actual 
predictions  themselves.     If  we  do  this  honestly  and  frankly,  we  can  test  these  predictions  against 
the  actual   criterion  performances  of  clients.     We  can  and  certainly  do  use  the  multiple  regression 
model.      It  would  be  well   for  everyone  who  uses   it  to  become  thoroughly  familiar  with   its  assumptions 
and  limitations  so  that  this  knowledge  may  serve  as  a  guide,  a  bench  mark. 

A  second  model  which  has  become  available  somewhat  more  recently  is  the   information  theory  model. 
Information  theory   is  a  development  associated  principally  with  Shannon.     He  and  Weaver   (1*0  have  pub- 
lished a  highly  sophisticated  and  detailed  account  of   its  structure.     Psychologists  have  found   it  use- 
ful.    Cronbach   (5),    in  particular,  has  extended  and  revised  information  theory  for  the  special  require- 
ments of  psychologists.     One  of  the  volumes  of  the  University  of  Pittsburgh's  Current  Trends  series 
(3)  contains  an  excellent  summary  of   information  theory. 

Information  theory  approaches  the  problem  of  evaluation  somewhat  differently  than  does  multiple 
regression  theory.     Here,  we  are  concerned  with  the  kinds  and  quality  of   information  received,  trans- 
mitted, and  combined.     Borrowing  from  Cronbach  to  illustrate,  we  must  first  distinguish  between  the 
amount  of   information  we  have   in  advance,  a  priori    information,  and  the  amount  of   information  we  gain, 
£  poster  i  or  i    information.     If  our  evaluative  techniques  do  not  add  to  our  a  priori    information,  they 
are  to  all    intents  and  purposes  useless. 

For  example,  suppose  we  are  trying  to  specify  the  age  of  a  person.     If  all  we  know  is  that  he  is 
a  human  and  that  humans  range   in  age  from  zero  to  100  years,  all  we  can  say  at  the  outset   is  that  it 
is  equally  likely  that  the  person's  age  is  at  any  point  on  the  scale.     The  a_  priori   probability  of 
getting  the  right  age   is,   therefore,  0.01.     Now,   suppose  that  we  receive  additional    information  to 
the  effect  that  the  person   is   in  school.     This  means  that  the  age   is  probably  in  the  range  from  6  to 
20  years.     This  yields  a  probability  of  about  0.08.     If  we  are  told  that  he   is   in  the  third  grade  and 
we  know  that  third  graders  are  made  up  of  25  percent  8  year  olds,  50  percent  9  year  olds,  and  25  per- 
cent 10  year  olds,   then  our  probability  of  getting  his  age  correct  rises  to  0.35-     Finally,  we  may 
consul t  his  birth  certificate;  at  this  point,  our  probab  i 1 i  ty  or  £  poster  i  or  i  certa  i  nty  goes  to  1.0. 

Each  successive  piece  of  information  helped  in  the  sense  of  increasing  the  probability  of  getting 
the  "right"  answer.     Use  of  this  approach  enables  one  to  evaluate  a  test  against  a  base  of  zero 
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information.     But  how  often  do  we  have  zero  information?     If  we  have  prior   information  that  an  indi- 
vidual   is  a  college  graduate,  do  we  not  already  know  something  about  his   intelligence?    This  being 
so,  we  would  have  to  evaluate  any  intelligence  tests  given   in  terms  of  how  much  more  they  tell  us 
than  we  already  know. 

The  application  of   information  theory  as  a  model   to  evaluation   is   in  its  very  early  stages. 
Fortunately,  Cronbach  has  taken  the  somewhat  difficult  concepts  as  originally  presented  by  Shannon 
and  Weaver  and  has  made  them  both  more  understandable  and  more  germane  to  psychologists  and  their 
probl ems . 

The  last  model,  statistical  decision  theory,   is  the  newest  and  in  many  ways  the  most  difficult. 
Although  its  applicability  to  individual  psychology  is  still   an   issue  for  debate   (16),    it  represents 
another  step  in  the  continuing  process  of  trying  to  make  sense  out  of  the  process  of  understanding 
behavior.     Decision  theory  is  a  1 og i co-mathemat i ca 1   picture  of  the  decision  process,   the  ways  in 
which  variables   interact,  and  the  outcomes  produced.      It  has  been  studied  extensively  in  such  contexts 
as  card  games,  particularly  poker,   in  market  behavior,  and  in  other  economic  processes.  Vaughan 
(18),    in  a  doctoral   thesis  at  Maryland,  applied  it  to  the  problem  of  labor  turnover  with  results 
which  suggest  that  further  exploration  is  likely  to  be  profitable. 

At  the  present  stage  of  knowledge,  the  excellence  of  evaluations  is  not  likely  to  be  too  much 
affected  by  the  model  employed.     On  the  other  hand,  as  psychologists  concerned  with   improving  both 
our  techniques  and  our  understanding,    it  would  seem  wise  to  become  acquainted  with  these  models  and 
try  to  conceptualize  the  evaluative  process  as  systematically  as  possible.     The  effort  will   be  worth- 
while in  terms  of  opening  up  new  approaches,  new  ideas,  of  learning  to  become  more  critical  of 
assumptions  and  methods. 


information  for  Evaluations 


The  second  set  of  issues  has  to  do  with  the  kinds  and  quality  of  information  used  in  making 
evaluations.     Several  years  ago  Cronbach  and  the  writer  were  on  a  panel   together,  and  he  said  that, 
for  some  purposes,  1  ess  reliable  tests  are  more  useful   than  highly  reliable  tests.     This  was  a  shock 
at  the  time,  but  it  is  now  clear  that  he  was  talking  from  his  work  in  information  theory. 

Most  texts   in  tests  and  measurements  state  that  reliability  is  absolutely  essential.     In  a  very 
real   sense  it  is.     But  let  me  recount  Cronbach's  disturbing  notion.     He  said  that  the  Ohio  State  Psy- 
chological Examination  is  a  more  reliable  test  than  the  Wechsler.     It  probably  is.     Moreover,  he  said, 
while  the  OSPE  gives  us  a  very  little  bit  of  highly  reliable  information,   the  Wechsler  gives  us  a  lot 
of  relatively  less  reliable  information.     The  distinction  is  essentially  between  a  rifle  and  a  shot- 
gun,    in  some  circumstances,  we  see  the  target  clearly  and  wish  to  concentrate  the  charge  on   it.  In 
other  situations,  we  are  shooting  very  largely  in  the  dark.     Here,  a  shotgun  scattering  its  charge 
and  hitting  nothing  very  hard  may  be  more  useful,   if  only  to  delimit  the  area  for  further  exploration. 

The  point  here  is  that  even  such  time-honored  concepts  as  reliability  and  validity  must  be  con- 
tinuously evaluated  and  challenged.     The  information  we  use  in  developing  our  evaluations  must  be 
good  information,  but   it  must  be  good  for  something.     That  something  we  must  be  always  ready  to 
speci  fy. 

Evaluation  is  a  somewhat  more  useful   and   in  many  ways  more  sophisticated  concept  which  replaced 
the  term  diagnosis.     Evaluation  and  diagnosis  share  many  advantages  and  problems.     Diagnosis,  taken 
literally,  means  seeing  or  knowing  through.     in  medicine,  where  it  evolved,    it   is  a  comparatively 
simple  concept.     Given  a  certain  amount  of   information  about  symptoms--h i gh  temperature,  sore  throat, 
etc. --a  competent  physician  can  in  many  cases  describe  the  disease  entity  and  prescribe  a  remedy. 
Usually,  such  diseases  are  the  result  either  of  mi cro-organ i sm i c  invasion  or  of  traumas.  Certain 
bacteria  produce  known  symtoms  which  tell   the  physican  of  their  presence.     A  gunshot  wound  disturbs 
tissues  and  bones.     The  point   is  that  diagnosis   is  a  medical   term  which  we  in  psychology  have  adopted 
uncritically  and  somewhat  to  our  detriment. 

in  psychiatry  it  has  been  widely  used,  and  psychiatric  diagnosis   illustrates  the  problems  very 
wei 1 .     With  certain  exceptions,  psychiatric  illness   is  not  due  to  m i cro-organ i sm i c  invasion.  There 
is  not,  so  far  as  we  know,  a  virus  for  schizophrenia.     Whereas  medical   diagnosis  describes  the  cause 
and  often  prescribes  the  cure,  this   is  not  so  with  psychiatric  diagnosis.     To  label   a  patient  as 
schizophrenic  says  very  little  about  why  he  got  that  way  and  even  less  about  what  to  do  for  him. 

The  point  of  this  discussion  is  that,  particularly  in  counseling,  we  must  avoid  accepting 
uncritically  the  methods  and  assumptions  of  a  process  which  may  not  fit  our  needs.     If  a  diagnosis-- 
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or  an  evaluative  category--tel 1 s  us  neither  about  the  client's  etiology  nor  about  ways  to  treat  him, 
it  would  seem  to  be  largely  a  waste  of  time.     You  will   note  that  the  most  widely  used  personality 
test,   the  MMP I ,  while  originally  built  to  sort   individuals   into  certain  common,  diagnostic  categories, 
is  now  most  often  used  and   interpreted   in  ways  calculated  to  desc  r  i  be  the  individual,  not  to  categor- 
ize him. 

Before  a  category  can  serve  a  useful   purpose,    it  must  be  demonstrated  that  all   or  most  members 
of  the  category  share  some  important  attribute.     If  this  can  be  demons t rated--and  only  to  the  extent 
that   i  t  has  been  demons  t  rated --then  we  can  apply  to  individuals  those  general  izations  appli  cable  to 
the  group.     Within  limits,   this  has  been  done  with  the  Strong  V I B ,  but  even  here  there  are  marked 
and  def  i  n  i  te  limits. 

A  related  problem  has  to  do  with  the  reliability  of  the  categories  themselves.     The  reliability 
of  psychiatric  categories  has  been  shown  to  be  low  (1,    11).     That   is,  presumably  competent  psychia- 
trists cannot  or  do  not  agree  on  the  pigeonhole     into  which  to  place  patients.     Moreover,  patients 
may  be  diagnosed  as  schizophrenic  in  some  hospitals,  manic   in  others.     There  are  diagnostic  prefer- 
ences which  amount  to  fads. 

Williamson   (19),   Bordin   (2),  and  especially  Pepinsky   (12)  have  done  splendid  work  on  sets  of 
diagnostic  categories  for  use  by  counseling  psychologists.     Rather  than  using  the  old  psychiatric 
labels,  these  men  have  preferred  to  use  such  problem  categories  as  social,  economic,  vocational,  etc. 
That  these  categories  have  some  of  the  same  problems  as  psychiatric  labels   in  the  sense  of  telling  us 
little  about  either  etiology  or  treatment   is  quite  likely.     They  are  more  reliable,  and  they  have 
certain  other  features  of  usefulness  to  counselors  which  the  psychiatric  categories  do  not  have. 

Having  described  the  challenge  to  classical    reliability  considerations  by  Cronbach,   the  writer 
does  not  wish  to  leave  you  with  the  mistaken   impression  that  reliability   is  not  crucial.     Many  text- 
books tell   us  that  reliability  refers  to  the  consistency  with  which  a  test  measures  whatever  it 
measures.     This   is  an  extremely  limited,    if  tenacious  concept.     Rather,  as  such  writers  as  Thorndike 
(15)  and  Cronbach   (k)  have  so  clearly  point  out,   re  1  i  ab  i 1  i  ty   i  s  a  measu  re  of  the  amount  of  error 
p  resent   i  n  a_  set  of  scores .     The  more  the  error,   the  1 ower  the  reliability.     By  definition,  error  is 
unpredictable  and  can  predict  nothing.     Therefore,  we  wish  to  dispense  with   it  as  much  as  possible. 

It  has  long  seemed  that  the  statistic  which  should  be  of  greatest  concern  to  counseling  psycholo- 
gists  is  the  standard  error,  a  function  of  reliability.     All   of  our  measures,  all   of  our  Judgments 
are  bounded  by  this  at  once   imaginary  and  at  once  extremely  real   area  of  uncertainty.     When  we  report 
an  IQ,  we  do  not  literally  mean  that  the   individual   has  an   IQ  of  120.     What  we  mean--and  should  say- 
is  that  the   individual's  true  score  probably  falls  within  a  range,   the  midpoint  of  which   is  120. 

In  applying  the  multiple  regression  model,   the  problem  becomes  more  critical.     Each  test  and 
criterion  has  a  certain  amount  of  error  or  unreliability.     This  being  so,  we  always  run  the  risk 
when  combining  tests  to  predict  such  criteria  of  compounding  the  error.     This   is  one  reason  why 
multiple  regression  equations  so  often  shrink  to   insignificance  on  cross  validation.     The  error 
has  s  impl y  p  i 1 ed  up . 

The  progress   in  dealing  with  the  formal   and  practical   consideration  of  reliability  and  validity 
has,  especially  within  the  past  decade,  been  quite   impressive.     There  has  often  been  real  consterna- 
tion expressed  over  the  fact  that  test-retest,  odd-even,  and  equivalent  forms  estimates  produced 
often  quite  different  coefficients,  all   purporting  to  tell   us  something  about  reliability.  Some 
have  proposed  to  abandon  the  concept  of  reliability  entirely  and  for   it  substitute  operational  terms 
describing  the  methods  employed.     Fortunately,  we  have  avoided  this  cu 1   de  sac  by  understanding,  far 
better  than  before,  what  reliability  means.     Both  Cronbach  and  Thorndike  have  laid  down  the  ground- 
work for  an  advanced  assault  on  the  problem  in  the  sense  that  we  may  soon  be  able  to  measure  and 
rationally  apportion  the  sources  of  variance   in  a  set  of  scores.     When  we  can  do  that,  we  will  no 
longer  have  to  depend  on  such  gross  measures  as  the  present  reliability  coefficients  give  us. 

Validity   in  Evaluation 

Perhaps  because  of  the  difficulties   involved,  especially  as  they  relate  to  problems  of  the 
ultimate  criterion,  we  have  made  considerably  less  progress   in   improving  our  understanding  of 
validity.     Since  this   is  the  ultimate  payoff,  however,  and  since  the  work  on  reliability  has  helped 
prepare  us  for  this  most   important  job,   there   is  hope  that  much  more  sophisticated  conceptions  of 
validity  will   be  developed  along  with  much   improved  methods   for  estimating  it. 

Validity  and  reliability  must  be  considered   in  several   aspects  of  the  problem  of  evaluation. 
Test  scores  which  are  not  reliable  cannot,  by  definition,  have  validity;   test  scores  which  are  not 
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valid  are  useless.     The  same  is  true  for  other  kinds  of  data  we  use  in  making  evaluations:  interview 
records,  case  history  materials,  ratings,  etc.     Disturbing  as  the  situation  so  often  is  as  far  as 
tests  are  concerned,   it  is  worse  for  these  other  highly  important  and  widely  used  techniques.  The 
point  should  not  be  belabored,  but  it  cannot  be  passed  by  without  being  given  some  of  the  attention 
its  importance  merits.     There  are  pitifully  few  studies  which  deal  with  the  reliability,  fewer  that 
deal  with  the  validity  of  the  interview  method.     Just  what  do  we  think  we  are  accomplishing  when  we 
use  an  instrument  which  has  not  been  tempered  by  careful,  objective  research?    Too  often,  counselors, 
clinicians,  psychiatrists,  and  social  workers  blithely  dismiss  these  problems  and  go  on  to  assume 
that  some  kind  of  divine  providence,  some  kind  of  heavenly  dispensation  makes  the  i  r  interviewing 
perfectly  free  of  error.     Any  human  enterprise  has  error,  and  the  business   in  which  we  are  engaged 
is  human  in  all  of  its  aspects. 


A  Joint  Process 


This  brings  me  to  the  third  of  the  major  issues:     the  characteristics  of  the  participants  in  the 
evaluation  process.     The  principal  assumption  which  the  writer  would  like  to  challenge  is  that  the 
evaluation  process,  unlike  the  counseling  process,   is  one  carried  on  exclusively  by  the  counselor. 
Evaluation  as  an  enterprise  probably  reflects  both  the  best  and  the    worst  of  the  scientific  tradi- 
tions.    In  seeking  to  apply  science  to  human  affairs,  we  have  accomplished  much  in  the  sense  that  we 
have  rightly  concerned  ourselves  with  objectivity,  with  precision.     At  the  same  time,  we  have  fallen 
into  a  trap  by  assuming  that  objectivity  demands  that  we  limit  our  concerns  to  the  counselor  alone 
and  what  he  does.     Only  very  recently  has  it  been  recognized  fully  that  the  evaluative  process  is  a 
cooperative  enterprise  with  the  client  playing  a  significant  role.     Even  more  recent  is  the  recogni- 
tion that  the  personalities  of  both  the  client  and  the  counselor  are  involved  and  need  to  be  studied 
as  they  interact. 

One  of  the  best  discussions  of  this  problem  within  the  context  of  evaluation  is  the  book  by 
Sarason  (13).     While  he  is  primarily  concerned  with  the  Rorschach  and  its  administration,  what  he 
has  to  say  is  not  limited  to  this  instrument.     He  has  assembled  and  reviewed  the  literature  on  the 
many  factors  which  affect  the  score  on  a  test.     Another  book  which  should  be  read  by  all  engaged  in 
this  field  is  the  one  by  Hyman,  et  aj_.   (7).     These  authors  are  concerned  with  the  interview, 
especially  as  it  is  used  in  opinion  polling,  but  what  they  have  to  say  is  of  interest  to  all  who 
use  the  interview. 

The  major  point  of  these  and  a  number  of  other  discussions   is  that  both  the  interviewer  and  the 
interviewee,  both  the  person  giving  and  the  person  taking  the  test,  must  be  studied  together  if  we 
are  to  understand  either  process.     Perhaps  one  of  the  major  shortcomings  of  the  Kelly  and  Fiske  work 
(8)  on  the  selection  of  clinical  psychologists  is  that  it  contained  the  implicit  assumption  that  the 
predictions  of  clinical  success  could  be  made  to  a  great  extent  in  the  absence  of  information  about 
patients  or  cl ients. 

We  have  been  aware  for  some  time  that  clients  have  personalities.     We  have  been  aware  that  these 
personalities  have  active  defense  systems  which  operate  to  limit  and  distort  the  kinds  of  information 
released  to  outside  observers  as  well  as  to  the  self.     Any  good  book  on  the  dynamics  of  personality 
contains  a  fairly  comprehensive  catalogue  of  these.     This  information  is  useful,  and  it  has  probably 
meant  a  lot  in  terms  of  understanding  clients  and  their  problems. 

In  a  sense,  we  have  also  been  aware  that  counselors,   like  others  using  the  interview  in  human 
affairs,  have  personalities,  but  we  have,   it  seems,  been  too  inclined  to  feel   that  these  represent 
something  of  a  constant  in  the  interview  process  rather  than  a  very  real  variable.     Perhaps  we  have 
been  too  ready  to  accept  the  notion,  first  stated  by  the  psychoanalysts,  that  the  personality  of  the 
interviewer  can,  perhaps  by  means  of  his  own  self  insight  and  understanding,  be  effectively  kept  out 
or  significantly  reduced  in  effect  as  a  major  source  of  variance  in  the  interview. 

But  even  where  we  recognize  that  the  personality  of  the  counselor  is  something  other  than  a 
constant,  we  have  tended  to  neglect  the  possibility  that  a  counselor  will   interact  in  different  ways 
with  different  clients.     The  problem,   in  other  words,   is  now  seen  as  studying  the  interaction  between 
two  personalities,  both  of  which  react  differently  by  the  very  nature  of  the  interactive  process  and 
s  i  tuat  i  on . 

There  is  a  growing  body  of  research   in  this  area.     After  the  writer  found   (6)   that  methods  of 
test  introduction  and  test  interpretation  make  no  difference  in  what  the  client  learns  about  himself, 
Tuma  (17)  studied  the  personality  traits  of  client-counselor  pairs.     Here  he  found  that  similarities 
between  counselors  and  clients  on  certain  traits  were  associated  with  better  criterion  performance. 
We  are  continuing  this  line  of  research  with  a  feeling  that  we  may  be  going  in  a  profitable  direction. 
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Rather  than  viewing  the  evaluative  process  as  one   in  which  the  counselor,  with  fine  Olympian 
objectivity,  applies  his  techniques  to  the  client,   then  reaches  a  dispassionate  conclusion,    it  seems 
as  though  we  should  view  it  as  one   in  which  the  client  and  the  counselor  both  participate  actively 
throughout.     This  complicates  research,  of  course,  but   it   is  to  be  hoped  that  the  added  complication 
of  this  new  variable  will   be  more  than  compensated  for  by  the  vitality  and  mean i ngful ness  of  the 
results  of  such  research. 

To  put   it  another  way,  we  should  envision  the  evaluative  process  as  one  in  which  the  client 
reveals  or  conceals,  distorts  or  not  whatever   information  he  can;  where  the  counselor  perceives  or 
neglects,    ignores  or  distorts  the   information  received;  where  the  final   product  almost  certainly 
contains  significant  traces  of  the  counselor  and,  hopefully,   fairly  adequate  descriptions  of  the 
cl  ient . 


Validity  of  Evaluations 

How  much  this   is  so,  how  good  the  evaluations  are,  how  we  disentangle  the  two  personalities 
contained   in  the  final   product--all   of  these  are  concerns   in  the  fourth  problem  to  be  discussed: 
evaluation  of  the  evaluations.     The  problems   in  this  area  are  immense.     Until   and  unless  they  can 
be  solved,  progress  will   be  painfully  slow  or  nonexistent.     This  becomes  abundantly  clear   in  any 
review  of  studies  evaluating  counseling. 

One  of  the  reasons  for  the  earlier  suggestion  that  we  be  as  explicit  as  possible  about  the  model 
we  employ  in  making  evaluations   is  that  these  models  themselves  may  serve  as  convenient  guides  in 
evaluating  our  results.      If,   for  example,  one   is  operating  from  the  multiple  regression  model,  then 
presumably  he   is  trying  to  predict  something  from  the  weighted  total   of  the   information  at  hand.  A 
criterion  is   implied   in  the  model   so  that  the  counselor  can  find  out  whether   in  fact  his  data  and 
his  weights  did  add  up  to  the  criterion  performance. 

Let  us  assume  that  the  multiple  regression  model  was  used.     Let  us  further  assume  that  the  coun- 
selor was  evaluating  the  client  with  respect  to  his   likelihood  of  success   in  a  training  program.  It 
is  ordinarily  no  major  task  to  find  out  how  well    the  client  actually  did  do  in  that  training  program. 
If  the  prediction  and  the  performance  are  not  reasonably  congruent,    it   is  to  be  hoped  that  he  will 
not  commit   intellectual   hara-ki  r  i   by  blaming,  post  hoc,  his  failure  on  the  poor  grading  system  of  the 
school.     Rather,    if  he  has  failed,  he  should  try  to  find  out  why  he  failed.     Perhaps  he  selected  the 
wrong  predictors;  perhaps  he  weighted  them  improperly;  perhaps    (but   this  should  be  considered  in 
advance,  not  used  as  an  afterthought  excuse)  he  was  trying  to  predict  an  unpredictable  criterion. 
There  are  many  possibilities,  but  they  must  be  tracked  down   if  the  counselor   is  to  improve  his  pre- 
dict i  ons . 

Much  the  same  can  be  said   if  the  counselor  employed  one  of  the  other  models.     Essentially,  these 
models  are  logical   systems,  and  their  logic  can  be  employed   in  arriving  at  testable  hypotheses  which 
will   help  the  counselor  understand  the  evaluative  process  better  and   improve  his  own  techniques. 
Implied   in  what  has  been  said   is  the  notion  that  sheer,  blind  empiricism,  while  not   entirely  useless, 
is   less  to  be  preferred  than  research  based  on  well    thought  out  designs  and  logical  analysis. 

To  the  plaintive  objection  that  considerations  and  pressure  of  case  load  and  other  duties  mili- 
tate against  most  counselors  doing  research,   the  writer  can  only  say  that  the  alternative  to  doing 
such  research   is   to  continue  to  make  the  same  old  mistakes  until    they  become  dignified  by  tradition 
and  custom. 

Paul  Meehl    (10)  has  summed  up  the  case   in  better  words: 

Is  any  clinician   infallible?     No  one  claims  to  be.     Hence,   sometimes  he   is  wrong. 
I f  he   is  sometimes  wrong,  why  should  we  pay  any  attention  to  him?     There   is  only 
one  possible  reply  to  this    'silly'  question.      It   is  simply  that  he  tends  (read: 
'is  likely')   to  be  right.      'Tending1   to  be  right  means  just  one  th i ng-- '  be i ng 
right   in  the  long  run.'     Can  we  take  the  clinician's  word  for  this?  Certainly 
not.     As  psychologists,  we  do  not  trust  our  memories,  and  we  have  no  recourse 
except  to  record  our  predictions  at  the  time,  allow  them  to  accumulate,  and 
ultimately  tally  them  up.     We  do  not  do  this  because  we  have  a  scientific  obses- 
sion, but  simply  because  we  know  that  there   is  a  difference  between  veridical 
knowledge  and  purported  knowledge,  between  knowledge  which  brings   its  credentials 
with   it  and   that  which  does  not.     After  we  tally  our  predictions,    the  question  of 
success   (hits)  must  be  decided  upon.     If  we  remember  that  we  are  psychologists, 
this  must  be  done,  either  by  some  objective  criterion,  or  by  some  disinterested 
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judge  who  is  not  aware  of  the  predictions....     We  have  carried  out  a  validation 
study  of  the  traditional   kind!     I  am  led  by  this  reasoning  to  the  conclusion,  in 
complete  agreement  with  Sarbin,   that  the  introduction  of  some  special  'clinical 
utility1   as  a  surrogate  for  validation  is   i nadm i ssab 1 e .     If  the  clinical  utility 
is  really  established  and  not  merely  proclaimed,   it  will  have  been  established 
by  procedures  which  have  all   the  earmarks  of  an  acceptable  validation  study.  If 
not,   it  is  a  weasel  phrase  and  we  ought  not  to  get  by  with  it  (pp.  137-138). 

It  is  now  time  for  the  peroration.     Let  us  look  back  for  a  moment  to  see  whether  we  can  pull 
together  what  has  been  said — or  whether,   indeed,  anything  has  been  said  at  all.     It  seems  that  any 
consideration  of  the  evaluation  process  must  take  into  account  at  least  four  problems:     the  model 
selected,  .the  kinds  and  quality  of  the  data  entered  into  the  model,  the  characteristics  of  the 
participants,  and  the  question  of  how  good  the  resulting  evaluations  were  in  the  first  place. 

The  model  or  models  we  choose  are  not  chosen  simply  to  show  how  sophisticated  we  are  but  have  a 
very  real  utility.    These  models  are  the  products  of  logic,  and  logic  is  something  we  can  use  a  lot 
of  in  this  business.     They  help  us  direct  our  attention  to  the  methods  needed  in  filling  them  in  so 
that  we  may  arrive  at  sensible  conclusions.     The  assumptions  and  limits  of  the  model  help  us  to 
avoid  conceptual  pitfalls  which  a  sponge-like  attitude  might  otherwise  get  us  into.     Finally,  they 
help  us  develop  hypotheses  and  methods  which  form  the  basis  for  research  designed  to  tell  us  how 
good  our  evaluations  were  in  the  first  place. 

No  model,  however  well   thought  out,  can  be  very  useful   if  the  data  we  insert  into  it  are  not 
good.    That  is,  we  can  fill  up  the  pigeonholes  with  pearls--or  with  pebbles.     In  the  one  case,  we 
may  arrive  at  valuable  conclusions;   in  the  other,  we  will  get  nowhere.     The  two  tests  of  the  goodness 
of  data  are  reliability  and  validity.     Both  are  measures  of  the  presence  or  absence  of  error,  although 
validity  goes  beyond  this.     But  unless  there  is  reliability,  there  is  not  validity,  and  all  our  manipu- 
lations will  not  overcome  this  fact.     The  same  problems  that  apply  to  test  scores  apply  to  the  inter- 
view, to  the  case  history,  and  to  any  other  kind  of  data  we  wish  to  use. 

It  is  time  that  we  began  to  consider  more  seriously  the  characteristics  of  the  participants  of 
the  evaluative  process.     It  is  not  the  counselor  operating  in  splendid,   isolated  objectivity  with 
whom  we  are  dealing.     Rather,  we  are  faced  with  the  client  and  the  counselor  in  interaction,  each 
with  his  own  personality,  both  together  producing  a  situation  which,   in  the  last  analysis,  deter- 
mines the  outcomes. 

Finally,  we  must  assume  that  we  are  fallible,  that  our  evaluations  can  and  must  be  improved. 
If  we  take  this  seriously,  we  will  devote  ourselves  to  finding  out  where  we  went  wrong  and  why. 
Only  then  can  we  begin  to  improve  our  own  practice.     First,  we  must  evaluate  ourselves. 
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PSYCHOLOGICAL  TESTING  AND  THE 
COUNSELING  PROCESS ' 

C.  H.  Patterson 


In  this  paper  we  shall   consider  three  questions  concerning  the  use  of  tests   in  rehabilitation 
counsel i ng :     why  we  test,  when  and  who  we  test,  and  how  we  test.     The  question  of  who  does  the 
testing  will  also  enter  into  the  discussion. 

Evaluation  and  Counseling 


First,   let  us  consider  the  place  of  testing  and  evaluation  in  the  total   counseling  process.  If 
testing  is  a  part  of  the  counseling  process,    it  seems  to  me  there  are  questions  raised  when  the  test- 
ing is  done  not  by  the  counselor  but  by  somebody  else.     Now  this  might  not  matter  so  much  if  the 
testing  is  done  by  a  psychometric  clerk  who  only  administers  and  scores  the  tests,  but  does  not 
evaluate.     On  the  other  hand,    if  the  testing   is  done  by  a  psychologist,  a  Ph.D.    level   person  who  is 
able  to  evaluate  a  test  and  make  recommendations,   then  it  seems  to  me  that  this  creates  some  problems 
in  the  use  of  the  tests  as  a  part  of  the  counseling  process. 

Testing  is  usually  equated  with  evaluation,  or  testing   is  perhaps  the  major  aspect  of  evaluation 
as  we  consider  evaluation.     Sometimes   it   is  referred  to  as  appraisal;  Super,   for  example,  uses  this 
term   (17,   19).     Another  term  which  has  been  used   is  diagnosis.     Fortunately,   this  term  is  falling 
into  disuse.     Diagnosis  is  a  medical   term,  not  suitable  for  use  in  counseling  or  in  psychotherapy. 
Even  evaluation  and  appraisal  are  not  terms  which  are  consistent  with  the  counseling  process  as  it 
is  ordinarily  perceived.     The  client-centered  approach  to  counseling  has  extended  itself  so  that  it 
is  perhaps  the  most  common  approach  to  counseling  at  the  present  time.     This  approach,  as  you  know, 
avoids  the  use  of  evaluation.     Here  we  have  a  conflict,  then.     If  we  have  a  counseling  process  and 
we  have  an  evaluating  process  there  seems  to  be  an  inconsistency  where  counseling  is  supposed  to  be 
nonevaluative,  nonj udgmenta 1 ,  at  least  so  far  as   it  has  been  influenced  by  the  client-centered  point 
of  view. 

There  is  a  concept   involved  here  that  has  been  recognized  to  some  extent  by  some  writers.  We 
have  used  the  term  appraisal  and  evaluation  most  commonly  in  the  past  to  mean  that  the  counselor  or 
the  psychologist  appraises  somebody  else.     There  is  a  change  taking  p 1 ace--a 1  though  perhaps  a  slight 
one.     There  is  some  evidence  in  the  recent  literature,  perhaps  only  implicit,   that  we  are  recogniz- 
ing that  the  evaluation  is  not  made  by  the  counselor  of  the  client,  but  by  the  client  of  himself. 
This  has  been  accepted   in  psychotherapy,  at   least  client-centered  therapy,  and   it  seems  to  me  that 
if  counseling  is  to  be  client-centered,   then  we  have  to  accept  the  same  concept.     I   think  there  are 
a  number  of  writers  who  have  suggested  this.     Super   (19),   to  some  extent,  and  Tyler   (20)  seem  to 
have  this  concept   implicit   if  not  explicit   in  their  writings.     This   is  a  desirable  usage.  The 
client's  evaluation  of  himself,  a  self-appraisal,    is  what  we  are  concerned  with   in  counseling. 

A  question  which  arises   is,   "Doesn't  the  counselor  evaluate  at  all    in  counseling?"     It   is  true 
that  the  counselor  must  evaluate  the  client  at  some  times  and   in  some  respects  where  he  must  make  a 
decision.     The  counselor,  of  necessity,  must  make  some  decisions,  for  example,   the  very  simple  ones 
of  eligibility  for  services   in  an  agency  which  uses  public  or  private  funds.     The  regulations  or 
other  policies  of  the  organization  determine  who  is  eligible.     The  counselor  in  many  cases  has  to 
make  this  decision  as  to  eligibility.     Determinations  have  to  be  made  as  to  feasibility  for  the 
services.     Another  decision  is   in  terms  of  the  need  of  the  client  for  various  services  including 
when  the  client  needs  psychotherapy  or  psychiatric  treatment  or  examination.      In  public  agencies 
the  counselor  must  approve  or  disapprove  the  vocational   objective  resulting  from  counseling  if 
training  or  the  expenditure  of  public  funds   is   involved  for  which  the  counselor   is  responsible. 
Therefore,  he  has  to  make  a  decision. 

This   is  an  external   evaluation.     There  are  some  decisions  that  the  counselor  has  to  make,  and 
to  make  decisions,  he  must  evaluate.     He  can't  avoid   it.     Any  decision  requires  the  need  for  evalua- 
tion, and  when  the  counselor  has  to  make  decisions,  he  must  evaluate. 


From  a  paper  presented  at  the  Conference  on  the  Psychological  Education  of  the  Atypical, 
sponsored  by  the  Office  of  Vocational   Rehabilitation  and  Vanderbilt  University,  Nashville, 
Tennessee,  July  21-25,  1958. 
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in  the  counseling  process   itself,  as  we  commonly  think  of   it,    it  is  the  client  who  makes  the 
decisions,  even  the  final   decision  regarding  his  vocational  objective.     This  has  been  stressed  for  a 
long  time  even  by  those  who  are  noncl ient-centered  to  some  extent.     Such  counselors  commonly  say, 
"Well,   the  client  does  have  the  final  choice,  makes  the  final  decision."    Now  if  the  client  makes 
the  decisions,  he  makes  the  evaluations.     But  when  the  counselor  must  make  the  decisions,  he  must 
make  the  evaluations.     Thus  we  have  a  d i i emma .     The  counselor  has  to  make  certain  decisions.  In 
counseling,  on  the  other  hand,   the  client  makes  the  decisions.     How  can  we  resolve  this?     1  think 
the  resolution  consists   in  the  fact  that  the  counselor  avo  i ds  mak  i  ng  dec  i  s  i  ons  during  the  counse 1 i  ng 
process .     The  counselor's  evaluation   is  not  a  part  of  counseling.     When  he   is  evaluating  he  is  not 
counseling.     When  he  has  to  evaluate  to  make  decisions,   then  he  is  not  a  counselor.     It  seems  to  me 
that  the  practical   significance  of  this   is  that  the  decisions  should  be  limited  to  the  beginning  or 
prior  to  the  counseling  process,  when  he  has  to  make  decisions  regarding  eligibility,  feasibility, 
need  for  services,  etc.,  and  secondly,  at  the  conclusion  of  counseling  when  he  makes  his  own  decision 
whether  he  can  accept  this  decision  which  the  client  has  made   in  the  counseling  process.     The  evalua- 
tive attitude  is  to  the  greatest  extent  possible  kept  out  of  the  counseling  process. 

Counselor  Evaluation  by  Means  of  Tests 

Counselors  tend  to  think  of  tests  as  tools  which  they  use  to  evaluate  the  client,   rather  than 
as  tools  which  the  client  uses  to  evaluate  himself.     Tests  are  commonly  used   in  counseling  in  three 
ways:     First,   they  are  used  when  the  client  has  a  definite  idea  as  to  what  he  wants  to  do.  The 
client  has  selected  his  vocation  or  occupation  previously,  and  comes  to  the  counselor  in  effect  to 
get  approval   for  the  training  or  whatever  preparation   is  necessary.     Tests  are  often  used  to  conf  i  rm 
or  support  this  choice.     They  are  used  by  the  counselor  to  make  a  decision  regarding  the  choice  or 
objective  which  the  client  has  made.      Is   it  one  with  which  he  can  agree  or  does  he  disagree  or  dis- 
approve; can  he  go  along  with  what  the  client  has   in  mind? 

Second,   tests  are  used   in  situations  where  the  client  has  no  idea  of  what  he  wants  to  do.     Or  he 

may  have  some  vague   idea,  or  a  number  of   ideas,  but  the  counselor  chooses  or  decides  to  disregard 
them,  or  he  distrusts  them.     There  are  many  counselors  who  have  this  attitude  toward  the  client--he 

has  an   idea  what  he  wants  to  do,  but  because  he  has  this   idea   it  can't  be  any  good.     We  have  to  go 

at  this  problem  of  vocational   choice   in  a  "scientific"  way.     Tests  are  then  used  by  the  counselor  to 

determ  i  ne  a  vocational  objective.  The  determination  is  made  all  too  frequently  without  any  activity 
on  the  part  of  the  client. 

In  my  opinion,  both  of  these  ways  of  using  tests  are  actually  not  counseling    usage.     They  are 
being  used  by  the  counselor  so  that  he  may  evaluate  the  client   in  order  to  make  a  decision  about  the 
client.     They  are  not  being  used  to  help  the  client  make  the  decision  about  himself.  Unfortunately, 
I   think  that   in  many  practical   situations,   tests  are  too  often  used   in  these  two  ways   in  what  is 
called  vocational  counseling.     But  tests  should  be  used  to  enable  the  client  to  evaluate  himself, 
to  help  him  explore  his  capacities,  his  assets  and  his   liabilities,  his  potentials,  etc.     Tests  are 
used  because  they  provide  information  to  the  client,  which  he  does  not  have  or  which  he  does  not 
have  in  an  objective  form. 

Client-centered  Use  of  Tests 


This  use  of  tests   is  consistent  with  a  client-centered  view  of  counseling.     There  are  many  mis- 
apprehensions about  what  client-centered  counseling  actually  is,  and  there  are  some  who  feel  that 
tests  cannot  be  used   in  client-centered  counseling.     This   is  a  source  of  many  conflicts,  because 
many  counselors  feel   today  that   if  you  are  not  a  client-centered  counselor  there  is  something  wrong. 
If  they  use  tests  because  they  feel   that  a  test   is  valuable,   then  they  may  go  along  for  many  years 
with  conflict,   feeling  that  they  need  to  use  tests  but   if  they  do  they  are  not  being  client-centered 
counselors.     This   is  not  so,  because   if,    in  any  aspect  of  counseling,   the  client  lacks  information, 
and   it   is   information  that  he  cannot  obtain  easily  by  himself  or  without  the  use  of  tests   in  this 
particular  situation,   then   it  certainly  is  appropriate   in  client-centered  counseling  to  assist  the 
client   in  obtaining  this   information  about  himself,   so  that  he  can  use  it   in  his  evaluation.  The 
essential   element  of  client-centered  counseling   is  that  the  locus  of  evaluation   is   in  the  client. 
Tests  can  be  used   if  this  locus  of  evaluation   is  kept   in  the  client  and  not  transferred  to  the  coun- 
selor. 
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Tests  are  used  then,  because  they  provide   information,  which  the  client  lacks,  or  which  he  has 
in  a  general  way  but  not   in  terms  of  an  objective   instrument.     Tests  of  course  are  not  perfectly 
reliable  or  valid,  but  they  are   in  many  cases  better  than  the  estimate  of  the  client  or  of  the  coun- 
selor.    In  being  more  objective  and   impersonal,   they  are  more  likely  to  be  acceptable  to  the  client 
than  the  estimate  or  opinion  of  the  counselor.     They  can  be  less  threatening   if  they  are  objective 
and  impersonal   than  if  the  counselor   is  telling  the  client  what  he  thinks  of  him,  and  therefore 
introducing  evaluation  into  the   interview.     Finally,   tests  are  useful   because  they  provide  material 
which  the  client  uses  to  evaluate  himself  from  an  outside  source.     The  counselor,   therefore,    is  not 
placing  himself   in  the  position  of  evaluating. 

To  summarize,  then,  why  we  test.     We  test   in  counseling  to  provide  the  client  with  objective 
information  about  himself  which  he  then  can  use   in  making  decisions  about  himself.  Secondarily, 
we  test  to  enable  the  counselor  to  make  a  decision  as  to  whether  he  can  agree  with  the  outcomes 
of  the  counseling  process  as  determined  by  the  client. 

When  and  Who  is  Tested? 


Next  then,  when  do  we  test,  and  who  do  we  test?     if  tests  provide  reliable  and  objective  infor- 
mation, then  should  not  all   clients  be  tested?    That  would  seem  to  be  a  logical   conclusion.  But 
there  seems  to  be  some  difference  of  opinion  about  the  needs  for  tests   in  vocational  counseling. 
One  evidence  of  this  difference  is  found   in  an  article  by  Cantrell    (8).     She  reports  on  the  opinions 
of  counselors  about  the  knowledges  and  skills  believed  to  be  necessary   in  rehabilitation  counseling. 
She  studied  three  groups  of  counselors:     counselors  employed  by  the  Veterans  Administration  in 
regional  offices,  counselors  employed  by  the  State  rehabilitation  agencies,   and  counselors  employed 
by  private  agencies.     There  was  quite  a  difference  of  opinion  regarding  the  usefulness  of  information 
and  knowledge  about  tests   in  counseling.     The  V.A.  counselors  ranked  testing  first   in  all   areas  of 
skills;  but  the  State  rehabilitation  counselors  ranked   it  eighth  of  eleven  different  areas. 

This  would  suggest  considerable  differences   in  the  use  of  tests,  and   1   think  that  observation 
tends  to  bear  this  out.     Tests  are  used  perhaps  too  infrequently   in  State  rehabilitation  counseling. 
Where  the  lack  of  training  and  skill  of  counselors   in  the  use  of  tests  prevent  them  from  giving  the 
tests  themselves,  the  difficulty  of  arranging  for  the  administration  of  tests  by  psychologists  or 
psychometr i sts  paid  on  a  fee  basis,  or  working  out  of  an  area  or  central   office,  may  limit  testing. 
When  the  testing   is  not  done  by  the  counselor,   it  may  not  be  easily  available.     This  might  account 
for  some  differences.     However,  there  are  other  reasons  which  may  be  more  legitimate.  Possibly 
State  rehabilitation  clients  are  older  than  those  seen  by  V.A.  counselors.     This  no  doubt  has  been 
true  in  the  past,  such  as   immediately  after  the  war  when  the  average  age  of  the  clients   in  the 
Veterans  Administration  counseling  programs  was   in  the  20 1 s ,  and  State  rehabilitation  clients  average 
ages  were  in  the  30 1  s .     Possibly  more  State  rehabilitation  clients  have  a  greater  background  of  ex- 
perience in  training  or  in  jobs  than  have  veterans  and  therefore   it  may  be  felt  that  tests  are  not 
as  necessary  in  evaluating  the  client.     Tests,  we  must  remember,  are  used  as   indicators  or  short  cut 
measures  of  performance.     If  we  have  evidence  of  actual   performance  then  we  may  not  need  the  tests. 
This   is  something  that  many  people  tend  to  forget.     They  accept  the  test  as  being  the  criterion, 
rather  than  performance.     And   if  there   is  a  disagreement,   they  tend  to  place  more  confidence   in  the 
tests  than  in  the  actual   evidence  of  performance  of  the  client.     Also,   tests  are  more  important  in 
terms  of  the  decision   in  cases   involving  long-term  training,  and  that   is   involved   in  almost  every 
case   in  the  Veterans  Administration.     The  records   indicate  that  almost  every  veteran  engaged   in  the 
counseling  process  does  go  on  to  a  training  program.     In  the  State  rehabilitation  program,  training 
is  less  commonly  used.     There  is  more  attempt  to  do  direct  placement  and   less  training   is  approved. 
In  a  study  made  by  the  Seventh  Annual   Guidance,  Training,  and  Placement  Workshop  of  the  Office  of 
Vocational   Rehabilitation,  of  the  115  cases  who  received  counseling  and  placement  as  the  substantial 
(main)  or  only  service,  only  50  were  given  tests.     The  number  given  training  is  not   indicated,  but 
only  29  requested  training  when  they  applied  for  rehabilitation  services. 

In  the  pamphlet  entitled  "Psychological   Evaluation  and  the  Vocational   Rehabilitation  Process" 
prepared  by  the  University  of  Arkansas  and  the  Arkansas  Vocational   Rehabilitation  Agency  (22)  there 
is  a  discussion  of  who  should  be  tested.     The  first  group  who  should  be  tested,    it   is  stated, 
includes  cases  where  long-term  training   is   involved,   that   is,  over  three  months  of  training.  Thus 
tests  seem  to  be  used  to  assist  the  counselor   in  making  a  decision.     The  second  case  where  tests 
should  be  used   is  when  the  client's  vocational   background   is  not   in  the  field  of  skilled  work  being 
considered.     This,  again,   seems  to  be  limiting  tests  to  a  determining  or  decision  function  rather 
than  a  counseling  function.     Third,   tests  should  be  used  when  mental    retardation  must  be  determined. 
Fourth,  they  are  used  when  the  counselor  needs  confirmation  or   information  regarding  the  client's 
aptitudes,  achievements,  abilities,    interests,  and  personality,  when  the  client  or  counselor  are 
undecided  about  vocational   choice,  or  when  a  tentative  choice  must  be  confirmed,  or  the  client's 
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choice  seems  unsuitable.     Here,  we  have  the  confirming  or  determining  use  of  tests  rather  than  the 
use  of  tests  to  help  the  client  understand  himself.     The  fifth  case  where  tests  are  used  is  where 
talent,  or  specific  disability  or  deficiency  are  suspected,  such  as  reading  deficiency,  brain  damage, 
emotional     disorder,  deafness  and  blindness,  etc. 

There  are  some  suggestions  as  to  who  should  not  be  tested.     First,   the  client  who  has  recently 
been  successfully  employed  and   intends  to  return  to  the  same  work  after  physical    restoration  should 
not  be  tested.     We  might  raise  the  question,  "What  about  the  responsibility  of  the  counselor  not  for 
just  confirming  or  determining,  but  for  occupational   exploration,   the  exploration  of  talents  and 
abilities?"     It  seems  that   it   is  the  responsibility  of  the  counselor  to  provide  this  kind  of  counsel- 
ing, not  merely  to  make  a  decision  or  confirmation.     Second,    it   is  suggested  that  when  a  client  has 
a  long  and  rich  background  of  work  and  where  changes   in  this  work  history  or  pattern  have  been  beyond 
his  control,   testing   is  unnecessary.     That   is,  when  we  have  a  lot  of   information  regarding  the  per- 
formance of  the  client   in  various  areas,   then  we  may  have  less  need  for  tests.     Third,   the  client 
with  the  education  requirements  who   intends  to  enter  an  established  school    in  an  area  related  to  his 
background  need  not  be  tested.     Here  again,  we  might  raise  a  question.     Tests  should  be  used  from 
the  point  of  view  of  exploring   interests   in  regard  to  differential   aptitudes.     Suppose  the  client 
has  the  education  requirements  for  admission  to  the  school,  and  suppose  he  does  take  the  application 
tests  required  and  passes  them.     What  about  the  obligation  for  the  exploration  of   interests,    in  terms 
of  an  occupational   choice?     The  occupation  should  be  appropriate   in  terms  of   interests  as  well  as 
aptitude  and  educational   background.     Fourth,    it   is  suggested  that  uncooperative  clients  who  do  not 
want  to  be  tested  need  not  be  tested.     These,    I   think,  are  relatively  few.      It  does   raise  the  ques- 
tion, however,    if  the  counselor  feels  the  need  for  test  results  to  make  a  decision,  what  about  tests 
in  these  cases?     Can  testing  be  required? 

These  criteria  emphasize  the  decision  making  of  the  counselor,  not  the  helping  of  the  client  to 
evaluate  himself  and  to  reach  his  own  decisions.     The  criteria  are  thus  too  limiting.     No  mention  is 
made  about  the  client's  desire  or  need  for  testing.     Testing  should  be  offered  to  all   clients,  as  a 
part  of  the  counseling  process,  as  a  part  of  the  objective   information  which  would  enable  him  to 
make  an  i  ntel 1 i gent  choice.     So  we  might  summar  i  ze  that  testing   is  of  potential   value  to  al 1  cl  i  ents  , 
if  we  are  actually  offering  counseling,  and  not  attempting  to  make  decisions  or  approving  or  dis- 
approving the  requests  of  the  client.     The  offering  of  testing  to  all   clients  as  part  of  the  counsel- 
ing process  thus  seems  to  be  desirable. 


How  is  Testing  Accomplished? 


Next,  we  turn  briefly  to  how  testing   is  to  be  accomplished.      If  testing  is  to  assist  the  client 
to  evaluate  himself,   then  he  must  understand  this.     He  must  be  prepared  for  this;  he  must  accept 
tests.     If  he   is  to  do  the  evaluation,  he  must  be  an  active  participant   in  the  entire  testing  process. 
This   includes  test  selection  and  test   interpretation.     We  can't  go   into  detail   here,  but  the  works  of 
the  Bixlers   (k)  ,  Bordin  and  Bixler   (6),   and  Seeman   (16)  discuss  these  procedures.     Tests  must  be  an 
integral   part  of  the  counseling  process.     They  are  used  at  the  point  or  points  where  the  client 
recognizes  a  need  for  the   information  that  can  be  provided  by  the  tests.     Thus  they  are  not  routinely 
given.     A  standard  battery   is  not  used   in  a  counseling  process,  or  as  part  of  the  counseling  process 
or  at  some  specified  point,   let  us  say  after  the  first   interview.     They  are  not   interjected  by  the 
counselor  without  preparation  on  the  part  of  the  client,  without  an  explanation,  or  assistance  from 
the  client   in  selecting  the  appropriate  tests.     Testing   is  used  as  a  method  of  precision  testing,  as 
Super   (18)  uses  the  term,   rather  than  as  saturation  testing,   that   is,   the  use  of  a  battery  all  at 
one  time. 

This  leads  to  the  question  of  who  does  the  testing.     Does  the  counselor  do  the  testing  or  does 
the  psychologist  do  the  testing?     I   should   like  to  suggest  that  the  counselor  should  do  his  own  test- 
ing as  much  as  possible,  or   in  instances   in  which  he  chooses  to  do  so.      If  he  does  not,  he  neverthe- 
less should  know  almost  as  much  about  tests  and  testing  as  the  psychologist  who  does  the  testing. 
This  raises  an   incidental   question  of  professional   prerogative:      if  the  counselor  does  not  do  the 
testing,  does  he  "order"  testing  from  the  psychologist,  does  he   indicate  which  tests  are  to  be  used? 
The  psychologist  would   immediately  answer,  as  the  psychologists   in  clinical  work  have  done,  that 
psychiatrists,  or  the  counselor,  do  not  order  tests.     The  selection  of  the  tests   is  a  function  of 
the  psychologist.     Now,  unless  the  psychologist   is  also  trained   in  rehabilitation,   there   is  a  prob- 
lem here.     On  the  other  hand,    if  the  counselor   is  trained   in  psychology,  possibly  he  does  not  need 
the  services  of  a  psychologist.     This   is  a  question  for  consideration.     What  this  paper  does   is  to 
raise  some  quest ions--not  to  answer  them--but  to  raise  them  in  terms  of  the  fact  that  this   is  a 
field  which   I   think  has  not  been  stabilized. 

If  a  psychologist   is  used  as  an  outside  source,  how  can  we  work  this   into  the  testing  process 
where  tests  may  be  given  at  several   points   in  the  counseling  process?     Counseling   is  a  different 
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situation  than  selection.     In  selection,  you  may  use  a  standardized  test  battery,  which  is  given  to 
every  client  at  the  time  he  applies  for  a  job.     The  employment  service  or  the  personnel  division 
makes  a  choice.     The  applicant   is  not  given  much  except  a  negative  choice;   if  he  is  offered  the  job, 
he  can  turn  it  down.     This  is  not  counseling.     We  must  distinguish  between  tests  in  counseling  and 
in  selection. 

Interpretation  also  must  become  a  part  of  the  counseling  process.     This  again  raises  a  question: 
if  the  counselor  does  not  give  the  tests,  and   is  not  trained   in  tests,  how  can  he   interpret  the  tests? 
Does  he  read  the  psychologist's  report  to  the  client?     If  he  does,  what  kind  of  a  report  does  the 
psychologist  write  for  the  counselor  to  use  in  the  counseling  process?    These  are  some  of  the  ques- 
tions about  testing  that  I  don't  pretend  to  answer  because  I   think  there  are  problems  here  which 
require  some  thinking  and  discussion  between  the  counselor  and  psychologist.     I  would  like  to  suggest 
some  methods  of  using  or  interpreting  tests  from  the  standpoint  of  the  counselor  more  than  from  the 
standpoint  of  the  psychologist. 

One  of  these  is  the  preparation  of  the  client  for  testing  which  has  already  been  discussed. 
The  second  is  the  preparation  of  the  client  for  the  interpretation  of  the  tests--how  do  you  go  about 
i nterpretat i ng  tests  to  clients?     It  is  always,  or  almost  always,  a  good  idea  to  ask  the  client, 
"What  did  you  think  about  the  test?"    You  can  get  a  lot  of  cues  as  to  how  he  is  going  to  react  to 
the  interpretation  of  the  test.     And  in  the  interpretation,  we  must  recognize  the  problem  that  tests 
constitute  to  some  extent  a  threat  and  the  client  may  be  resistant  and  defensive.     There  will  be 
emotional   reactions,   in  other  words,  which  will  have  to  be  dealt  with  on  an  emot i ona 1 --or  let  us 
say — a  therapeutic  basis. 

Third,   in  so  far  as  possible,  the  interpretation  of  a  test  should  be  made  in  an  impersonal, 
statistical  manner.     Again,  this  keeps  the  counselor  from  being  an  evaluator.     He  gives  information. 
This  is  a  very  important  point  in  terms  of  counselors  using  test  information,  whether  it  is  from 
tests  they  give  themselves  or  from  results  from  a  psychologist. 

Fourth,  there  has  to  be  a  great  recognition  of  individual  differences.     The  purpose  of  testing 
is  to  evaluate  individual  differences.    We  must  recognize  this   in  terms  of  the  variability  of  the 
test  scores  and  their  reliability,  or  the  standard  error  of  measurement.     I mperf ectness  in  the 
reliability  and  validity  of  the  test  means  that  scores  should  be  i nterpretated  in  terms  of  a  range 
rather  than  in  terms  of  a  single  score,  or  an  IQ.  or  a  percentile. 

Then  there  are  problems  of  norms,  and  tied   in  with  this  there  is  the  question   I  would  like  to 
raise  in  terms  of  testing  the  handicapped.    When  is  it  justifiable  to  make  departures  from  standard- 
ized testing  procedures  with  handicapped  clients?    The  basis  of  using  tests   is  to  get  an  objective 
comparison  of  the  individual  with  a  standardized  group.     This   is  the  norm  group.     Then   in  so  far  as 
one  departs  from  the  standardized  procedure  of  administering  the  test,   to  that  extent  the  norms  are 
not  useful,  and  decisions  are  affected.     They  are  not  based  upon  the  research   information  that  is 
available.     We  should  avoid  departing  from  standardized  procedures   in  so  far  as  possible.     What  does 
this  raise  in  terms  of  the  question  about  the  difference  between  the  actual  functioning  level  and 
the  potential    level?     This   is  sometimes  overemphasized.     We  are   interested   in  potential  functioning 
of  a  client  only  when  we  have  some  reason  to  believe  that  the  client  will   at  some  time   in  the  fore- 
seeable future  function  at  that  level,  or  be  able  to  function  when  the  blocks  or  whatever  it   is  that 
is  preventing  him  from  functioning  at  his  highest  level  can  be  removed,  or  when  there   is  some  feeling 
that  they  can  be  removed.     So  potential    is  only  potential;    it  may  never  become  actuality.     A  knowl- 
edge of  his  potential   alone  is  of  little  use  in  the  actual   decisions  the  client  has  to  make  or  that 
the  counselor  has  to  make. 

What  norms  should  be  used?    We  should  use  the  most  appropriate  norms.     There  is  a  lot  of  discus- 
sion about  getting  norms  of  handicapped  people,  norms  for  C.P.'s,  and  various  other  disability  groups. 
But  these  are  not  the  kind  of  norms  that  we  need.     Certainly  we  need  many  more  norm  groups  than  we 
have.     We  can't  depend  upon  general   population  norms.     But  the  norms  needed  are  not   in  terms  of  dis- 
ability; the  norms  are  in  terms  of  the  kind  of  people  with  whom  the  client   is  going  to  be  competing 
in  the  future.     The  most  appropriate  norms  are  for  the  group  which  the  client  is  going  to  enter: 
the  occupation,  the  competitive  field.     These  can  be  broken  down  into  local  norms,  and  industrial 
norms  of  various  kinds.     These  are  some  of  the  questions  that  we  ought  to  consider  when  we  are  talk- 
ing about  the  adaptation  of  the  testing  to  the  individual   and  the  use  of  norms. 

We  shall  conclude  by  referring  to  one  of  the  recent  developments   in  the  field  of  testing; 
specifically,   the  use  of  test  batteries  rather  than  individual   tests.     In  the  last  ten  years,  we 
have  seen  developing   in  the  field  of  testing,  batteries  of  tests,  most  of  them  based,   to  some  extent 
at  least,  on  factor  analysis.     We  have  some  dozen  or  so  different  batteries  of  tests.     The  most 
widely  known  are  the  Differential  Aptitude  Tests  of  the  Psychological   Corporation  and  the  General 
Aptitude  Test  Battery  of  the  Employment  Service.     We  also  have  the  Gu i 1 f ord-Z immerman  Aptitude 
Survey,  the  Hoi z i nger-Crowder  Unifactor  Tests,  the  SRA  Primary  Mental  Ability  Tests,   the  King 
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Factored  Aptitude  Test  Series,  The  Multiple  Aptitude  Tests  of  Segel  ,   the  Flanagan  Aptitude  Classifi- 
cation Tests,  etc.     There  are  others  which  are  available  or  which  will   be  available.     These  tests 
raise  some  questions  about  the  way  in  which  testing   is  going.     The  booklet  entitled  "The  Use  of 
Multiple  Tests   in  Guidance"   (1)  should  be  read     by  every  counselor  and  tester. 

I  have  discussed  some  of  the  advantages  and  disadvantages  of  these  kinds  of  tests  in  another 
place  (13).     They  will  be  only  listed  here.     What  are  the  advantages  of  these  multiple  test  batter- 
ies?   The  most  practical  advantage  of  these  tests  for  the  counselor  is  that  they  have  the  same  norm 
group  for  each  test   in  the  battery.     One  of  the  difficulties  that  has  plagued  the  use  of  tests  in 
counseling  is  that  when  you  select  several   tests  to  form  a  battery,  each  has  a  different  norm  group. 
Even  though  they  are  general  population  norms  they  are  not  the  same  sample  of  the  population,  and  one 
cannot  use  a  profile  method  of  analysis  or   interpretation.     Whenever  the  norms  are  different,  you 
cannot  justify  the  use  of  profiles.     It  seems  that  profiles  have  certain  advantages,  both  for  the 
counselor  and  for  the  client,   in  presenting  information.     This  is  one  of  the  greatest  advantages  of 
these  batteries  of  tests.     A  battery  of  tests  can  be  profiled;  the  profile  sheet  of  the  DAT  is  a  good 
illustration.     This  uses  the  block  diagram  in  terms  of  percentiles,  which  is  very  useful   in  working 
with  the  client.     There  are  other  advantages  such  as  statistical  mean i ngf u I ness ,  or  purity  of  the 
factors  that  are  measured,  and  wide  coverage  at  economical  cost.     The  tests  making  up  the  total  bat- 
tery are  usually  relatively  short.     The  disadvantages  are  mainly  temporary.     The  first   is  that  we 
have  very  limited  norms  on  these  tests,   so  that  we  cannot  substitute  them  yet  for  some  of  the  earlier 
tests.     For  example,   tests  that  have  a   large  number  of  norm  groups  which  are  very  useful    in  counsel- 
ing are  the  Bennett  Mechanical  Comprehension  Test,  the  Revised  Minnesota  Paper  Form  Board,  and  the 
Minnesota  Clerical  Test.     Some  of  these  older  tests  have  several  norm  groups.     They  are  very  useful 
when  counseling.     In  most  of  the  new  test  batteries,  there  are  very  few  norm  groups.     A  second  prob- 
lem is  the  matter  of  validity.     We  have  very  limited  data  on  validity.     There   is  some  feeling,  at 
least  among  the  factor  analysts,  that  eventually  these  tests  will  be  more  valid  than  the  earlier 
tests.     This   is  a  matter  for  the  future  to  decide.     But  at  any  rate,   the  development  of  these  tests 
is  one  of  the  most   important  recent  developments   in  the  use  of  tests   in  evaluation. 

Every  counselor  tends  to  develop  familiarity  with  a  series  of  tests  and  tends  to  develop  his 
own  preferences.     This   is  perfectly  good.     Every  counselor  should  use  the  tests  with  which  he  is 
most  familiar.     But  he  should  be  alert  to  changing  the  battery,   learning  about  the  new  tests,  and 
adding  new  tests  as  they  become  standardized,  as  norms  become  available,  and  as  validity  data 
become  ava i 1 abl e. 
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DETERMINING  SUITABILITY  OF  EMPLOYMENT 


Clyde  W,  Gleason 


If  any  person,  disabled  or  nondisabled,   is  to  produce  to  his  maximum  and  be  happy  in  his  work, 
that  work  should  meet  at  least  these  five  requirements:     (1)  The  physical  demands  of  the  work  should 
be  consistent  with  his  physical  capacities;   (2)   Its  mental  demands  should  be  neither  much  higher  nor 
much  lower  than  the  level  of  his   intelligence  and  his  general  education  development;   (3)   It  should 
make  use  of  any  special  aptitudes  that  he  may  have,  and  should  not  require  abilities  that  he  does 
not  have;   {k)   It  should  engage  his  deeper  and  more  abiding  i nterests-- i . e .  ,  the  worker  should  be 
strongly  motivated  by  the  nature  of  the  work  itself,  as  distinguished  from  its  extrinsic  rewards; 
(5)  The  work  situation  should  be  in  keeping  with  his  underlying  temperamental  proclivities. 

For  the  purposes  of  this  discussion,    I   shall  define  "suitable  employment"  as  employment  that 
meets  these  five  requirements.     When  a  person  is  engaged  in  work  that  seriously  fails  to  meet  any 
one  of  the  five,  he  is  not  suitably  employed  and  over  the  long  run  is  likely  to  suffer  frustration 
and  f a i 1 ure . 

An  occupation  that  violates  one  or  more  of  these  requirements  may,  of  course,  have  desirable 
characteristics.     It  may  be  remunerative;    it  may  be  with  a  good  employer;    it  may  give  the  worker 
social   status;  training  facilities  for   it  may  be  convenient,  and  employment   in   it  may  be  readily 
available.     All   such  extrinsic  factors  are  fine   indeed,  but  they  do  not  of  themselves  make  the 
occupation  suitable. 


Dual  Objective  of  Vocational  Rehabilitation 


When  a  person  is  physically  or  mentally  disabled  and  cannot  compete  on  equal   terms  with  others 
for  jobs  that  pay  well,   that  are  secure  and  otherwise  desirable,   the  only  really  effective  way  that 
he  can  restore  his  efficiency  as  a  worker,  and  through  it  his  competitive  status,   is  to  enter  employ- 
ment that   (1)    is  tolerant  to  his  disability,  and   (2)  capitalizes  to  the  maximum  upon  his  personal 
assets.     To  help  a  disabled  person  to  become  suitably  employed   in  an  occupation  that  meets  this 
double  requirement   is  the  fundamental   task  of  vocational  rehabilitation. 

This  we  all    recognize.     We  all   know  full  well   that   if  employment  activities  or  conditions  aggra- 
vate the  person's  disability  or  impose  demands  that  he  cannot  meet,  sooner  or  later  the  rehabilitation 
effort  will   fail.     And  all  of  us  ought  to  know  that   if  the  employment  does  not  exploit  his  more 
powerful  drives  and  motivations,   the  stronger  facets  of  his  mentality,  his  special   aptitudes  or 
talents,  and  his  temperamental   proclivities,   the  person  may  not  be  able  to  offset  the  negative 
effects  of  his  disability,  or  compete  on  equal   terms  for  desirable  jobs,  or  contribute  all  that 
he  otherwise  might  to  the  general  welfare. 

All   the  efforts  at  restoration  of  lost  or  diminished  physical  or  mental   capacities,  all  the 
efforts  to  choose  suitable  employment  objectives   in  the  course  of  rehabilitation  or  employment  coun- 
seling, all   the  efforts  to  re-engineer  jobs,  are   inevitably  focused  upon  this  dual  objective  of 
employment  that  capitalizes  on  personal   strengths  while  blunting,   as  far  as  possible,   the  negative 
impact  of  di  sabi 1 i  ty . 

If  a  disabled  person's  former  job  is  generally  suitable  and  still   open  to  him,    if  he  has  skill 
or  know-how  that  should  be  used,    if  the  job   itself  can  be  modified  to  fit  his   lost  capacity  or  limit- 
ed tolerance,   then  he  should  probably  keep  it.     But   let  us  concentrate  for  a  few  minutes  on  the 
delicate,  discriminating,  and  generally  difficult  business  of  choosing  a  new  occupation. 

Making  a  Virtue  of  Necessity 

Rehabilitation  and  employment  counselors  find  compelling  reasons  why  their  clientele  should 
choose  new  occupations.     It  may  be  simply  because  the  client  never  did  have  an  established  occupa- 
tion.     It  may  be  the  hard  fact  that  the  client  cannot  return  to  his  former  job  because  his  disability 
won't  let  him--and  this  can  be  a  serious  and   indeed  a  tragic  situation.     On  the  other  hand,  all   of  us 
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who  are  serving  the  handicapped  have  found  not   infrequently  that  the  individual's  previous  employ- 
ment was  not  really  suitable  in  the  first  place,  and   indeed  that  his  present  unemployment  and  possibly 
even  the  disability  itself  may  be  due   in  some  degree  to  the  unsu i tab i 1  i ty  of  that  job.     For  all  the 
pain,  suffering,  and  hardship  that   it  has  caused,   the  disability  may  have  forced  the  person  out  of 
some  stultifying  occupational    rut  or  blind  alley.     It  has  made  him  take  the  time  and  trouble  to  take 
stock  of  himself  and  choose,  prepare  for,  and  enter  upon  more  suitable  and  rewarding  employment.  It 
is  the  objective  of  all   of  us   in  rehabilitation  work  to  help  our  clients  make  a  virtue  of  necessity-- 
to  help  them  respond  positively  and  even  aggressively  to  the  need,  when   it  exists,   to  enter  new  and 
different  occupations. 

The  New  Technology  of  Occupational  Choice 

But  how  should  we  go  about  the  task  of  helping  seriously  handicapped  people  choose  new  occupa- 
tions?    It   is  no  answer  to  say  that  each  and  every  case  must  be  handled  as  a  law  unto  itself.      It  is 
true  that  no  two  clients  are  alike,  no  two  localities  alike,  and  no  two  counselors  quite  alike;  but 
vocational   rehabilitation  is  now  too  advanced  a  discipline  for  us  to  resort  to  primitive  trial  and 
error.     The  answer   is  to  be  found   in  the  science  and  art  of  vocational   counse 1  i ng--or  more  specifi- 
cally, the  technology  of  occupational   choice.     This   is  one  of  the  most  dynamic  and  heartening  develop- 
ments in  modern  psychology.     The  major  premise  of  this  new  technology  is  that  both  workers  and  work 
(not  just  the  workers)  are  essentially  psychological   facts.     Jobs  are  forms  or  patterns  of  human 
behavior.     They  are  not  essentially  places  on  a  payroll  or  stations  on  a  production  line,  or  "posi- 
tions" of  any  kind.     They  are  what  the  worker  does . 

The  principal   though  not  the  only  mission  of  this  new  technology  is  to  match  the  trait  pattern 
of  the  individual  with  the  trait  requirement  pattern  of  the  occupation.     The  essential   categories  of 
behavior  with  which  we  work  are,  as   I  have  already  intimated,   those  related  to  physical   capacity,  to 
general  mental   ability  and  educational  development,   to  special   aptitude,  and  to  those  dynamic  human 
forces  that  we  usually  refer  to  as  interests  and  temperamental   tendencies.     The  task  of  the  counselor 
is  to  determine  Just  where  his  counselee  stands  with  respect  to  each  of  these  categories,  which  of 
them  is  the  most  critical    in  his  counselee's  particular  case,  and  which  fields  of  work  and  occupa- 
tions require  what  he  has  to  offer   in  each  category  and  do  not  require  what  he  does  not  have  to  offer. 

Consider,  for  example,   the  hypothetical   case  of  a  disabled  person  whose  physical   capacities  are 
limited  to  sedentary  work;  whose  mental  ability  and  educational  development  rank  him  in  the  middle 
segment  of  the  population;  whose  special  aptitudes  and  talents  are  focused  in  the  area  of,  say, 
visual  perception  and  space  relations,  whose  deeper  interests  are  in  mechanics  and  technology;  and 
who  is  temperamentally  inclined  toward  working  to  close  tolerances  and  high  standards,  and  to  work- 
ing alone.     The  counselor's  task,   in  relation  to  this  oversimplified  trait  pattern,    is  to  identify 
those  fields  of  work--and  within  them  those  sedentary  occupat i ons--that  require  average  general 
mental  ability  and  educational  development  (not  much  more  or  much  less);  that  will  make  good  use  of 
the  client's  visual   and  space  relations  abilities;  that  will   provide  an  outlet  for  his   interest  in 
mechanics  and  technology  and  for  his  proclivities  for  doing  exacting  work  independently,  preferably 
in  a  sol i  tary  sett  i  ng . 


Need  for  Technical  Aids 


Many  counselors  throughout  the  length  and  breadth  of  this  country  have  developed  real  competence 
in  assessing  the  traits  of  the  individual.     They  are  sensitive  and  experienced  in   identifying  and 
evaluating  personal   traits  such  as  those  cited   in  the  above  example.     They  supplement  their  own  ob- 
servations and  other  interview  findings  by  psychological   tests  and   inventories.      In  short,   they  do  a 
good  job  of  personal  appraisal. 

Too  often,  however,   there  is  a  contrast  between  their  ability  to  psychologize  the  individual 
and  their  ability  to  psychologize  the  world  of  work.     They  are  not  familiar  with  the  psychology  of 
occupations.     They  are  baffled  by  the  prospect  of  learning  the  significant  physical   and  mental 
requirements  of  great  numbers  of  occupations,  most  of  which  are  remote  from  their  personal  experi- 
ence.    While  uncomfortably  aware  of  the  fact  that   it   is  not  enough  to  have  a  working  knowledge  of  a 
few  score  of  jobs,  most  of  which  are  limited  to  one's  home  locality,   they  feel   that  under  the  heavy 
pressures  of  their  case  loads  they  have  little  time  or  energy  for  studying  industries  and  occupations 
in  distant  places. 

It   is  easy  to  understand  the  situation  these  counselors  face,  and  to  be  tolerant  of  the  views 
they  express.     Yet,    in  an  age  when  people  can  cross  the  country  in  a  few  hours,  when  large  segments 


163 


of  the  population  are  on  the  move,  when  relatively  few  people  spend  their  lives  in  any  one  place,  it 
is  no  longer  a  tenable  assumption  that  even  the  seriously  disabled  must  necessarily  find  their  employ- 
ment  in  their  home  localities.     On  the  basis  of  any  real   test,    it   is  far  more   important  to  most  handi- 
capped people  that  their  employment  should  be  su  i  tabl e  than  that   it  should  be  near  home.     In  spite  of 
good  intentions  and  honest  efforts,  the  counselor  who  knows  little  about  the  world  of  work  beyond  his 
own  locality  and  proceeds  on  the  assumption  that  all  of  his  clients  must  be  rehabilitated  in  that 
locality,  may  doom  at  least  some  of  them  to  unnecessarily  narrow  and  unrewarding  lives. 

There  is  another  reason  why  no  counselor  should  have  to  depend  upon  his  personal   knowledge  of 
occupations.     Even  in  communities  of  moderate  size,  and  even  when  one  knows  that  his  client  must  live 
and  work  near  his  home,  there  are  too  many  fields  of  work  represented  there,  and  too  many  occupations 
within  those  fields,  for  the  counselor  to  come  to  know  them  all.     Some  of  the  most  promising  local 
occupations  are  obscure--one  might  say  "h i dden"--and  may  indeed  be  promising  to  some  extent  because 
they  are  obscure.     It   is  almost  axiomatic  in  employment  work  that  the  best  known  employment  oppor- 
tunities are  not  too  likely  to  be  the  best,  and  that  the  best  of  them  are  likely  to  be  the  hardest 
to  discover. 

It  would  tax  the  mental   resources  of  any  of  us  to  develop  the  encyclopedic  knowledge  needed  to 
cover  the  physical,  educational,   training,  aptitude,    interest,  and  temperament  requirements  of  the 
occupations  of  the  average  small  city,  and  very  few  of  us  have  ever  done  so.     The  counselor  who 
depends  chiefly  upon  his  personal   familiarity  with   local    industries,  or  upon  consultation  with  his 
friends   in  personnel  offices,    is  not  likely  to  exploit  as  he  should  the  resources  of  his  own  ba i 1 i - 
wick--to  say  nothing  of  the  world  outside.     In  his   local   operations,   such  a  counselor  will  be  tempted 
to  place  too  much  reliance  upon  temporary  and  even  accidental   sources,  such  as  the  constantly  chang- 
ing array  of  job  openings   in  the  order  file  of  the  local   employment  service  office.     It   is  surprising, 
too,  how  often  employment  objectives  arrived  at  by  rehabilitation  counselors  as  the  most  suitable  for 
their  clientele,  just  happen  to  be  occupations  for  which   local   training  establishments  offer  courses. 

I  am  not  trying  to  detract  from  the  value  of  local    information  gleaned  from  such  sources.     It  is 
important  that  counselors  be  familiar  with  the  kinds  of  jobs  employers  are  trying  to  fill  and  the 
kinds  of  jobs   in  which  the  vocational   schools  are  placing  their  students.     All  of  us  who  have  had  It 
to  do,  know  that  placement  of  people  who  are  vocationally  handicapped  by  disability,  age,  or  other 
conditions,    is  an   intensely  practical   thing.      I   am  saying,  however,   that  sometimes  rehabilitation 
and  placement  people  spell   that  word  practical  with  upper-case  letters  because  they  themselves  are 
nearsighted.     In  our  need  to  be  practical  we  should  not   lose  our  perspective.     In  the  best  interests 
of  a  large  majority  of  those  we  serve,  counselors  should  give  pr  imary  attention  to  identifying  occu- 
pations that  will  be  really  suitable  and  avoid  whenever  possible  the  bad  practice  of  trying  to 
justify  dubious  vocational   choices  on  the  ground  that  employment   in  them  happens  to  be  currently 
ava  i 1 abl e . 

But   if  we  are  to  succeed   in  this  search  for  really  suitable  jobs,  we  shall   need  more  effective 
means  of  penetrating  the  nooks  and  crannies  of  the  counselee's  home  community,  and  of  identifying 
the  hidden  as  well   as  the  more  obvious  employment  opportunities  and  discovering  their  physical  and 
mental   demands.     We  must  also  broaden  our  range  of  exploration  beyond   local    limits,  and   in  many 
cases  consider  the  advisability  of  encouraging  the  counselee  to  leave  home   if  he  is  able  to  do  so 
and  if  that   is  what  he  must  do  to  find  truly  suitable  and  challenging  employment. 

To  be  more  specific,   there  has  been  a  serious  and  largely  unsatisfied  need  for  carefully  orga- 
nized, comprehensive  funds  of  information  about  the  usual   physical   and  mental  demands  of  the  several 
thousands  of  occupations  that  cover  most  of  the  employment   in  the  American  economy.     Such  compends 
of  information  can  be  used  to  the  greatest  advantage  during  those  critical  early,  exploratory  stages 
of  vocational  counseling,  when  it  is  so  important  to  be  sure  that  counselor  and  counselee  become 
aware  of  those  fields  of  work  and  occupations,  wherever  and  whatever  they  may  be,   that  seem  to  be 
compatible  with  the  counselee's   interests,  motivations,  abilities,  and  capacities.     It   is  only  after 
they  have  before  them  the  full  array  of  apparently  suitable  vocations  that  they  should  apply  the  more 
severe  tests  of  suitability  and  availability,  examining  each  occupation  closely  with  an  eye  to  its 
fitness  for  the  individual,  to  the  chances  of  his  getting  employment   in  it,  to  how  he  might  prepare 
for  it,  et  cetera.     Only  then  can  there  be  any  real  assurance  that  when  the  employment  objective  is 
finally  chosen,  other  and  perhaps  better  occupations  have  not  been  overlooked. 


Some  Efforts  to  Meet  the  Need 


Over  the  years,  the  U.  S.  Department  of  Labor  has  been  developing  occupational   information  in 
various  forms  and  for  various  purposes,   including  job  analyses,  job  definitions  and  descriptions, 
job  classification  systems,  and  outlook  predictions.     Recently,  the  Department  has  been  concentrating 
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on  analyzing  the  physical   and  psychological  demands  that  jobs  make  upon  the  workers   in  them,  and  we 
expect  to  make  a  real  contribution  in  that  area  to  vocational  counseling. 

One  of  the  more  tangible  fruits  of  this  effort  to  date  is  the  publ ication  Est  imates  of  Worker 
Trait  Requirements  for  4000  Jobs,  which   is  already  known  to  many  rehabilitation  and  employment  people. 
As  you  probably  know,   this  volume  includes  ratings,   for  each  occupation,  of  the  level  of  general  edu- 
cational development  that  is  normally  required  of  the  worker;  the  normal  or  usual   time  required  for 
specific  vocational  preparation;   the  level  usually  required  for  each  of  a  series  of  specific  aptitude 
factors;  the  particular  directions  of  interest  that  are  likely  to  be  best  satisfied  by  the  Job;  the 
work  situations  that  are  normally  the  most  important  when  judging  a  person's  temperamental  fitness 
for  the  job;  and,  finally,  the  more  significant  or  critical  physical   requirements  and  working  condi- 
tions. 

In  addition,   the  book  contains  definitions  covering  all   of  these  trait  categories  and  factors, 
and  guidelines  for  rating  occupations  in  terms  of  them.     These  definitions  and  guidelines  are  proving 
to  be  valuable  in  establishing  a  comprehensive  but  discriminating  pattern  of  trait  categories  and 
factors  as  the  basis  for  making  vocational  appraisals. 

The  Est  imates  compilation  has,  nevertheless,  certain  limitations  as  a  counseling  resource.  The 
4000  jobs  treated   in   it  were  not  selected  with  the  primary  intent  that  they  would   include  all   of  the 
representative  occupations  in  every  major  field  of  work.     Moreover,  the  job  titles  were  arranged 
alphabetically,  whereas  counselors  need  to  work  with  functional  groupings  of  occupations.     For  these 
and  other  reasons  it  was  decided  to  prepare  a  sequel   that  would  not  only  serve  as  a  classified  index 
to  that  volume,  but--of  equal    importance—provide  counselors  with  means  of  conducting  the  vital  early 
stages  of  occupational  exploration  more  comprehensively,  more  systematically,  and  with  a  minimum 
expenditure  of  time  and  effort.     The  resulting  publication,  now  practically  on  its  way  to  press, 
will  be  called  the  Sel ect  i  ve  Pi acement  Index. 


Putting  the  Tools  to  Use 


The  Selective  Placement  Index  groups  more  than  five  thousand  occupations  into  their  respective 
fields  of  work,  according  to  the  entry  classification  system  used  in  Part  IV  of  the  D  i  ct  i  onary  of 
Occupational  T  i  1 1 es .     Like  the  Est  imates ,  the   I ndex  provides,  for  each  of  the  5000  occupations,  esti- 
mates of  the  usual    level  of  general  educational   development  and  the  usual   time  required  for  specific 
vocational  preparation;   it  lists  also  the  more  important  types  of  physical  activity  and  working  con- 
ditions, and  the  usual    level  of  strength  expenditure  demanded  on  the  job. 

The  I ndex  is  also  a  means  of  coordinating  the  use  of  extensive  counseling  and  placement  resource 
materials  that  have  been  developed  by  the  Department  of  Labor.     It  identifies  among  the  more  than 
five  thousand    occupations  (1)  over  1 400  that  are  covered  in  some  manner  in  the  1957  revision  of  the 
Department's  Occupational   Outlook  Handbook,    (2)  all  of  the  occupations   included   in  the  Est  imates 
volume,  and  (3)  all of  the  more  than  two  thousand  occupations  that  are  covered  by  Occupational  Apti- 
tude Patterns  (AOP's),  and/or  Specific  Aptitude  Batteries   in  the  Department's  aptitude  test  repertory 

When  it  is  necessary  for  a  counselor  to  make  a  careful  appraisal  of  the  counselee's  vocational 
assets  and  liabilities,  and  to  choose  a  suitable  employment  objective,  he  will   be  able  to  use  the 
I  ndex  as  an  aid.     As  soon  as  he  can  discover  enough  about  his  counselee  so  that  he  knows,   roughly  at 
least,  the  one  or  more  general   fields  of  work  that  appear  to  be  the  most  promising,  he  can  turn  to 
the  treatment  in  the  I ndex  that  covers  each  particular  field  and  check  the  requirements  that  are 
characteristic  of  the  field  as  a  whole  against  his  knowledge  of  the  counselee.     If  the  field  contin- 
ues to  look  promising,  he  will   be  able  to  explore  its  various  subdivisions  and  decide  which  of  them, 
in  turn,  are  the  most  promising.     Counselor  and  counselee  will   then  be  able  to  see  what  are  the 
normal  educational,  development,  training  time,  and  physical   requirements  of  the  various  occupations 
that  comprise  the  field  or  its  subdivisions  and  to  identify  those  occupations  that  appear  to  be 
suited  to  the  counselee  in  these  important  particulars. 

Now  for  the  next  step.     When  they  have   identified  the  titles  of  those  promising  occupations, 
they  can   (1)  turn  to  the  Est  imates  for  ratings  of  aptitude,    interest,  and  temperament  requirements, 
(2)  note  which  occupations  are  covered  by  specific  aptitude  test  batteries  or  occupational  aptitude 
patterns  and  use  them  as  needed  to  establish  the  suitability  of  the  occupations  under  consideration, 
and   (3)  study  descriptive  and  outlook  information  about  those  that  are  covered   in  the  Occupat  i  ona 1 
Outlook  Handbook.      In  addition  to  these  three  special   resources,   the  counselor  can,  of  course,  turn 
to  his  reference  file  for  job  descriptions  and  other  information,  and  to  whatever  local  job  data  he 
may  have  or  can  get. 


165 


Al though  the   1 ndex  will   conta  i  n  on  1 y  a  little  more  than  5000  of  the  more  than  20 ,000  titles 
identified   in  the  Diet? onary ,   those  5000-plus  occupations  are  well   distributed  among  existing  fields 
of  work  and  the  main  divisions  of  American   industry.     Some  hundreds  of  titles  have  been  added  to  the 
^000  included   in  the  Est  i  mates ,   to  round  out  the  coverage  and,  more  specifically,   to  include  new 
occupations   in  such  recent  or  rapidly  developing  areas  as  electronics  and  atomic  energy. 

Again,  although  the  ratings  of  job  requirements  shown   in  both  the  Es  t  i  mates  and  the   I  ndex  are 
highly  condensed,  such  ratings  are  particularly  valuable  during  the  earlier  stages  of  the  search  for 
a  suitable  employment  objective  because  they  lend  themselves  to  a  fairly  rapid  survey  of  the  rela- 
tive demands  of  a  wide  variety  of  jobs.     For  example,     while  the  "strength"  rating  of  "sedentary" 
gives  no  details,    it  does  enable  the  counselor  to  identify  all   of  the  sedentary  occupations   in  a 
given  field  of  work,  as  distinct  from  those  that  can  be  called  "light,"  and  distinguishes  all  so- 
called  "light"  occupations  from  those  calling  for  "medium"  levels  of  strength  expenditure.  This 
can  be  very  useful    information  when  one  knows  his  client's  upper  limit  of  possible  or  permissible 
strength  expenditure  and  wants  to  know  which  occupations   in  a  generally  suitable  field  of  work  lie 
wi  thin  that  limit. 


An  Aid  to  Exploration 

Although  we  hope  that  the  Selective  P 1 acemen t   1 ndex  will   help  counselors  and  other  rehabilita- 
tion and  employment  workers  to  explore  vocational   possibilities  with  their  clients  more  broadly, 
systematically,  and  expeditiously  than  they  otherwise  might,  we  are  fully  aware  of   its  limitations, 
and  of  the   inevitable  limitations  of  any  compilation  of  condensed   information.      It  will   not  be 
offered  as  a  substitute  for  first-hand  knowledge  of  jobs.     It  obviously  cannot  cover  the  many  local 
variations   in  any  given  occupation,  and   it  cannot  tell   anyone  which  occupations  are  to  be  found  in 
a  g  i  ven  1  oca  1 i  ty . 

The  Index  may,  nevertheless,  encourage  those  who  have  the  difficult  task  of  guiding  the  voca- 
tionally hand i capped--and ,  more  generally,  all  who  have  vocational   choices  to  make--to  see  their 
task  in  broader  perspective.     It  may  encourage  them  in  their  counseling  to  take  fuller  account  of 
the  salient  physical   and  psychological   factors  that  must  be  considered  when  judging  the  suitability 
of  an  occupation.     Because  the   I ndex  covers  so  many  occupations,    it  may  suggest  to  counselors  and 
selective  placement  people  the  possible  existence  of  certain  hidden  or  obscure  occupations   in  their 
counselee's  home  localities  which,    if  they  are  to  be  found,  might  be  uniquely  suitable.     On  the 
other  hand,    it  may  give  them  clues  to  the  existence  of  suitable  occupations  elsewhere,    in  which 
employment  possibilities  might  well   be  sought   if  local   opportunities  are  too  limited.     In  brief,  it 
may  help  the  counselor,   the  placement  specialist,  and  their  clients  to  explore  the  world  of  work 
with  greater  confidence  that  when  vocational   choices  and  placements  are  ultimately  made  they  will 
be  made   in  the  full    light  of  all   genuine  possibilities. 

The  Sel ect  i  ve  Placement   i  ndex ,    like  the  Estimates,    is  only  one  working  tool   and,   as   I   have  said, 
one  whose  functions  are  limited.     The   I ndex  will   be  superseded  when  better  means  are  found  for  pre- 
senting a  comprehensive  picture  of  the  demands  of  fields  of  work  and  occupations.     But  nothing  will 
ever  lessen  the  need  for  counseling  that  takes  full   account  of  the  dynamic  physical   and  psychological 
factors  that  really  determine  the  suitability  of  employment. 
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COUNSELING  FOR  JOB  READINESS 


Abraham  Jacobs 


At  first  appearance  the  title  of  this  presentation  would  imply  that  we  have  reverted  to  the 
early  era  of  rehabilitation,  when  the  major  emphasis  was  on  training  a  disabled  person  to  enter  the 
competitive  job  market  without  proper  consideration  of  his  psychological  needs  and  interests.  All 
of  us  in  rehabilitation  today  know  that  training  for  a  job  is  only  one  aspect  of  a  total  rehabili- 
tation program  and  that  job  readiness  is  but  one  of  the  services  a  counselor  should  be  prepared  to 
offer  his  cl i ent . 

Rehabilitation  counselors  today  should  always  deal  with  the  total  person.     An  individual's  role 
as  a  worker  is  affected  and  in  turn  will  affect  his  adjustments  in  the  family,  social,  and  other  be- 
havioral dimensions.     The  rehabilitation  counselor  should  accordingly  be  aware  of  possible  problems 
in  other  personality  areas  requiring  treatment.     The  counselor  should  be  ready  to  refer  his  client 
for  the  necessary  psychological  counseling.     In  this  sense  rehabilitation  is  part  of  a  total  treat- 
ment process. 


Key  Role  for  Work  Adjustment 

It  is  nevertheless  legitimate  to  stress  the  importance  of  adequate  and  sel f -sat i sfy i ng  adjust- 
ment in  the  vocational  area.  Work  status  is  an  important  factor  in  our  culture,  and  the  ability  to 
carry  on  a  constructive,  meaningful  occupational  role  is  basic  to  a  wel 1  - i ntegrated  personality.  A 
man  not  only  spends  most  of  his  waking  hours  on  his  job,  but  many  of  his  activities — union  affairs, 
bowling  clubs,  organizational  parties,  etc. --are  all  closely  interrelated  with  his  job.  We  know 
that  handicapped  clients  very  often  do  not  carry  on  the  full  range  of  recreational  and  social  activi- 
ty desirable.  If  work  satisfaction  can  compensate  for  deficiencies  in  these  areas,  work  adjustment 
is  performing  a  dual  function. 

We  can  therefore,  with  a  good  deal  of  justification,  say  that  a  counselor's  role  in  helping  a 
client  achieve  job  readiness  is  an  important  —  and ,   in  many  cases,  the  most  important--aspect  of  his 
professional   responsibility  to  his  client. 

It  would  seem  simple  to  arrive  at  a  clear  definition  of  what  job  readiness   is.     Obviously  it 
means  that  the  client  is  ready  for  a  job.     Actually  the  concept  of  job  readiness   is  very  complex, 
especially  so  in  the  case  of  the  disabled  client,  and  determining  job  readiness  requires  more  than 
the  evaluation  of  skills.     There  are  various  levels  or  dimensions  of  job  readiness,  all  equally 
important.     Without  adequate  performance  in  each,  an  individual  will    in  all   probability  not  make  a 
satisfactory  adjustment.     We  may  divide  job  readiness   into  three  categories:     (1)  physical;   (2)  vo- 
cational;  (3)  psychological. 

The  first  two  are  important  aspects  of  the  total  picture.  That  is  beyond  question.  But  in  the 
present  discussion  I  should  like  to  concentrate  on  what  might  be  termed  the  psychological  aspects  of 
job  readiness.  It  is  in  this  area  that  the  rehabilitation  counselor  must  of  necessity  play  the  most 
important  role  as  a  member  of  the  total   rehabilitation  team. 


Components  of  Work  Satisfaction 


The  concept  of  psychological  job  readiness  is  an  encouraging  aspect  of  a  developing  trend  in 
rehabilitation.     It  recognizes  that  while  a  man  must  possess  the  physical  and  vocational  capacity 
for  handling  a  job,  the  job  in  which  he  will  eventually  find  the  greatest  amount  of  satisfaction 
must  also  be  related  to  his  interests,  his  psychological  needs,  and  his  personality  characteristics. 
This   is  a  concept  which,  as   I    indicated  earlier,  was   lacking   in  the  early  history  of  rehabilitation. 

It  is  an  important  concept,  because  studies  have  shown  that  poor  work  adjustment  is  due  in  many 
instances  to  a  deficit   in  the  personal   factors  present   in  every  job  rather  than  a   lack  of  physical 
or  vocational  characteristics.     I  am  referring  to  such  characteristics  as  ability  to  tolerate  frus- 
trating aspects  of  work,  capacity  for   interacting  with  other  workers,  ability  to  achieve  personal 
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satisfaction  from  a  job,   the  feeling  that  the  job  permits  a  person  to  utilize  the  highest   level  of 
his  potentialities,  and  other  so-called  extraneous  but  vitally  important  components  of  total  work 
sat  i  sfact  ion. 

We  may  say  that  a  client  has  been  helped  to  develop  a  high  degree  of  job  readiness  when  he  has 
arrived  at  a  realistic  awareness  of  his  assets  and  liabilities.     In  other  words,   the  counselor 
assists  the  client   in  developing  an  adequate  concept  of  himself  as  a  worker. 


Aspects  of  Unreadiness 


In  many  instances  the  client  presents  himself  to  the  counselor  as  someone   involved  with  a  great 
many  anxieties  relating  to  himself  as  a  potential  worker.     All   of  us  who  have  worked  as  counselors 
hai/e  been  faced  with  the  following  types  of  clients  who  initially  reject  rehabilitation: 

1,  The  client  who  distorts  the  limitations  of  his  disability  to  the  point  where  he  feels  he  ea 
do  no  productive  work. 

2,  The  client  who  is  using  his  disability  to  protect  a  dependent,  nonproductive  status  which  he 
may  have  always  desired.     This  client  resists  any  attempt  to  bring  him  to  the  point  where  he  has  to 
admit  that  he  can  be  productive. 

3,  A  client  who  has  been  so  traumatized  by  repeated  failure  or  rejection  by  employers  that  he 
will    resist  rehabilitation  which  may  expose  him  to  further  rejection  or  failure. 

h.     The  client  at  the  other  extreme,  who  refuses  to  accept  the  fact  that  he  is  disabled  and  is 
not  ready  to  admit  that  he  needs  help.     This  client  rejects  rehabilitation  because  by  doing  so  he 
avoids  having  to  admit  that  he   is  disabled. 

Faced  with  a  client  who  presents  these  problems,  all   of  which  are  anxiety-producing  because 
basically  all   of  us  wish  to  be  self-sufficient,   the  counselor  has  the  difficult  task  of  helping  a 
client  to  relinquish  these  defense  mechanisms  which  produce  secondary  gains  and  participate  in  more 
positive  and  productive  activities. 


Basis  of  Client  Appraisal 


Before  the  counselor  can  be  certain  that  his  client   is  ready  to  assume  the  status  of  a  worker 
he  must  appraise  his  client  with  respect  to  three  considerations. 

).     Has  the  client  accepted  himself  as  a  disabled  person?     Until   the  client   is  ready  to  face  the 
fact  that  he   is  disabled  and  has  certain  limitations,   he  will   not  be  receptive  to  rehabilitation. 
The  blind  person  who  still   feels  that  a  miracle  will   some  day  restore  his  sight,  will   not  be  willing 
to  learn  Braille,  master  travel   techniques,  or  develop  the  safety  skills  that  a  blind  disabled  worker 
must  possess.     It   is  only  when  a  client  begins  to  live  as  a  disabled  person--a  stage  beyond  intellec- 
tually accepting  the  fact   in  discussions  with  the  counseloi  that  he   is  ready  for  the  next  step: 

learning  to  function  as  a  disabled  person. 

2.  The  client's  distorted  perceptions  of  his  disability  must  be  removed  or  alleviated  so  that 
they  no  longer  hinder  the  rehabilitation  process. 

As   indicated  above,  an   individual  may  show  a  negatively  oriented  perception  of  his  disability 
where  he  believes   it   is  a  1 1 -encompass i ng  and  bars  him  from  engaging   in  any  activity.     On  the  other 
hand,  counselors  are  faced  with  clients  who  deny  their  disability  and  refuse  to  engage   in  construe 
tive  rehabilitation  activities.     A  client  must  accept  himself  as  a  person  with  certain  limitations, 
but  with  a  greater  degree  of  potentiality  which  will   enable  him  to  compensate  For  the  disability- 
imposed  limitations.     In  other  words,  a  client  must  have  a  realistic  understanding  of  himself  as 
a  functioning  individual  despite  his  handicap.     The  counselor  helps  the  client  become  aware  of  ail 
his  assets  and   limitations.     A  realistic  understanding  of  how  a  client  can  use  his  assets  can  be  a 
significant  factor   in  the  alleviation  of  the  anxieties  associated  with  a  person's   inability  to  be 
se 1 f -suf f  i  c  i  ent . 

3.  In  addition  to  a  realistic  understanding  of  his  personal   assets  and  abilities,  a  client  nus1 
also  have  a  good  orientation  to  the  community  Job  environment.     Clients  must  understand  that  there 
are  employers  who  will   give  them  a  trial   as   job  applicants,    if  they  are  properly  trained  and  bring 

to  the  job  the  same  characteristics   that  so-called  normal   applicants  possess. 
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I  am  not  suggesting  that  a  rehabilitation  counselor  should  set  as  his  goal   a  complete  person- 
ality reorganization  of  his  client.     As  counselors  we  should  be  concerned  with  helping  a  client  make 
as  rapid  a  transition  to  the  community  as  possible.     Individuals  may  still   show  some  psychological 
or  personality  defects  which,  however,  will  not  significantly  limit  their  job  adjustment.     In  such 
instances  the  work  process   itself  may  have  therapeutic  value,  supplemented   if  necessary  by  support- 
ive therapy  in  a  community  clinic. 


Some  Evaluation  Tools 


There  are  many  tools  and  techniques  available  to  the  counselor  in  working  with  his  client  and 
preparing  him  for  a  job  commensurate  with  his  level  of  aspirations,  vocational   interests,  psycho- 
logical needs,  and  the  potentialities  he  retains  despite  his  disability.     In  discussing  these  various 
tools  it  becomes  evident  that  rehabilitation  is  truly  a  team  enterprise.     I   think  we  are  justified  in 
saying  that  the  counselor  is  the  person  best  equipped  for  the  job  of  integrating  and  interpreting  to 
the  client  the  information  received  from  the  contribution  of  the  various  disciplines. 

This  is  especially  true  in  the  rehabilitation  services  offered  by  state  agencies,  where  the 
counselor,  because  of  the  financial  angle,   is  responsible  for  the  ultimate  success  of  the  rehabili- 
tation program.     In  other  situations  as  well,  the  rehabilitation  counselor,  because  of  his  training 
and  orientation,   is  probably  most  familiar  with  the  job  situation,   the  job  requirements,  and  the 
possibilities  of  placing  his  client   in  competitive  employment. 

At  this  point  it  should  be  mentioned  that  the  same  concept  of  job  readiness  applies  to  those 
severely  disabled  clients  who  will  be  placed  in  protected  job  situations  such  as  sheltered  workshops 
or  home  industries.     It  is  not  appropriate  here  to  discuss  the  increasing  interest  in  the  severely 
disabled  and  in  the  aged  persons  who  still  have  a  large  residue  of  productive  employment  potentials 
in  less  competitive  situations.     Rehabilitation  has  rightfully  assumed  a  responsibility  for  helping 
such  individuals  make  the  maximum  use  of  their  work  potentials.     The  tools  to  be  described  apply 
equally  well   to  all   types  of  disabled  persons. 

1.  Psychological  and  vocational   testing  present  certain  limitations  when  used  with  the  disabled 
client.     However,  they  give  the  counselor  and  the  client  useful   information  with  respect  to  such  im- 
portant factors  as  remaining  and  newly  acquired  vocational   skills,   indication  of  need  for  further 
training,  the  client's  ability  to  relate  to  f el  1 ow  workers ,  authority  figures,  and  supervision,  and 
his  tolerance  for  frustrating  aspects  of  a  job.     Many  counselors  do  not  themselves  engage  in  this 
type  of  evaluation  because  of  insufficient  training,  or  because  the  job  of  counseling  is  itself  a 
full-time  one.     However,  all  counselors  should  be  able  to  interpret  psychological    information.  As 
with  all  of  the  evaluation  tools,  effective  and  close  cooperative  relationships  with  the  professional 
worker  primarily  responsible  for  the  testing  is  essential. 

2.  Occupational   information  is  useful   for  the  client  who  has  developed  an  initial    interest  in 
a  job  area  and  can  learn  more  about  it  through  some  of  the  excellent  occupational  materials  availa- 
ble.    Occupational   literature  should  not  be  thrown  at  the  client  without  adequate  preparation.  It 
should  be  used  only  as  an  integral  part  of  the  total   rehabilitation  program. 

3.  Counselors  can  make  effective  use  of  community  job  resources  through  personal  visitations 
by  the  client.     If  effective  relationships  have  been  developed  through  previous  placements  by  the 
counselor  or  other  agencies,  such  firms  will  often  permit  disabled  clients  to  spend  a  day  or  so 
watching — or  in  some  instances,  participating  in--a  job  operation.     This  is  not  intended  as  job 
exploration  on  an  intensive  level,  but  as  a  beginning  orientation  experience. 

k.    The  counselor  should  also  have  access  to  reports  from  other  professional  disciplines  involv- 
ed in  rehabilitation,  such  as  physical   therapy  and  social  work.     In  addition  to  the  psychological 
reports  mentioned  above  there  should  be  a  comprehensive  medical   summary  cover i ng--but  certainly  not 
limited  to--the  following  important  factors: 

An  operational  description  of  the  disability  which  the  counselor  can  understand  and  which  he 
and  the  client  can  use  in  developing  a  vocational  plan. 

Where  possible,  a  comprehensive  description  of  the  limitations   imposed  by  the  disability  in 
reference  to  such  job  factors  as  exposure  to  temperature,  degree  of  physical   activity  allowed  (such 
as  climbing,   lifting,  etc.),  and  other  considerations  which  must  be  taken  into  account   in  developing 
a  job  plan. 
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Some  indication  as  to  the  static  or  progressive  nature  of  the  disability.     This   is  important 
in  helping  the  counselor  determine  with  his  client  whether  a  job  plan  can  be  a  long-range  one,  or 
whether  planning  should  be  initiated  at  this  point  for  the  time  when  he  may  be  in  a  wheel  chair 
or  bedridden. 

Information  about  on-the-job  medical   treatment  required  by  the  c 1 i ent--drugs  ,  prescribed  rest, 
etc. --which  may  necessitate  certain  modifications   in  the  eight-hour  day. 

Contribution  of  Sheltered  Shop 

The  above  information   is  extremely  helpful   but  should  be  verified   in  an  actual  job  situation. 
The  fortunate  counselor  can  expose  his  client  to  reality  testing   in  a  sheltered  workshop  or  rehabili- 
tation center  where  the  client  can  engage   in  job  activities  without  running  the  risk  of  failure 
present   in  a  community  job  environment.     Some   important  job  skills  which  can  be  observed  and 
evaluated  through  a  sheltered  workshop  experience  are  the  following: 

1.  The  client's   interest   in  the  jointly  determined  vocational  plan. 

2.  His  tolerance  for  sustained  activity,  on  a  day-long  basis. 

3.  His  capacity  for  social    interaction.     No  job  today   is  so  solitary  that  an   individual   can  be 
a  satisfactory  worker   if  he  cannot     participate   in  the  social   features  of  a  job--the  lunch  period, 
the  morning  and  afternoon  breaks,  etc. 

All   the  above  have  one  common  purpose--namely ,   helping  the  counselor  evaluate  the  job  readiness 
stage  of  his  client,  and  setting  the  pattern  for  the  face-to-face  counseling  process  that  is  the 
heart  of  the  rehabilitation  program.     Armed  with  the  facts  gathered  from  the  above  experiences  and 
processes,   the  counselor  can  now  help  his  client  examine  himself  as  a  person  disabled,  yet  possess- 
ing definite  job  potentials.      It  may  be  an  extremely  difficult  task  to  help  a  severely  depressed 
client  accept  the  fact  that  these  experiences  and  data  objectively  reveal   potentials  which  can  be 
utilized.     The  client  may  unconsciously  reject  them  because  he  will   be  forced  to  assume  a  status 
he  is  afraid  to  test.     He  may  also  reject  them  because   inadequate  or   improper  rehabilitation  has 
exposed  him  to  previous  failures  and  he   is  afraid  to  encounter  the  same  traumatic  situation  again. 

However,    it   is  up  to  the  counselor  to  help  the  client  reach  the  point  where  he   is  willing  to 
explore  the  world  of  work  at  the  level  where  he  and  the  counselor  can  reasonably  expect  adequate 
performance  and  self-satisfaction. 

Investment  and  Dividends 


in  summary,  the  counseling  aspect  of  preparing  a  client  for  Job  readiness  consists  in  helping 
the  cl ient through  personal  exploration  and  evaluation  to  face  real  or  distorted  limitations  and 
critically  examine  them  with  respect  to  the  potentials  realized  through  the  processes  described 
above.  Then  with  the  help  of  the  placement  worker,  counselor,  or  other  professionally  oriented 
therapist,  the  client  can  begin  to  make  the  most  effective  integration  of  his  vocational  assets 
and  of  the  opportunities  present   in  the  community. 

The  encouraging  and   increasing  rise   in  successful   rehabilitations  by  state  and  private  agencies, 
and  the  increasing  number  of  severely  disabled  persons  who  have  found  a  productive  and  satisfying 
existence  in  the  rapidly  growing  number  of  rehabilitation  resources,  are  the  best  indications  that 
counseling  does  pay  off  and  that  the  combined  efforts  of  many  disciplines,  culminating  in  their 
integration  by  the  counselor,  can  effectively  serve  the  needs  of  the  disabled  client. 
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GROUP  VOCATIONAL  COUNSELING   IN  A 
REHABILITATION  CENTER 


Bernard  Rosenberg 


In  trying  to  meet  the  needs  of  the  handicapped  client  who  is  receiving  trade  training  at  a 
rehabilitation  center,  one  must  consider  the  extent  to  which  vocational   counseling  can  prepare  the 
trainee  for  eventual  job  placement.     At  the   Institute  for  the  Crippled  and  Disabled,  where  vocation- 
al  training  is  part  of  the  total    rehabilitation  process,  vocational   counseling  plays  an  important 
role  in  helping  clients  adjust  to  the  demands  and  rigors  of  outside  competitive  employment.     It  is 
carried  on  concomitantly  with  other  professional   services,   the  vocational  counselor  being  free  to 
consult  with  any  other  members  of  the  team  when  a  problem  presents   itself  in  a  counseling  session 
which  might  be  better  handled  by  another  professional. 

When  one  works  closely  with  the  severely  handicapped   in  deciding  on  a  suitable  vocational  ob- 
jective, the  need  for  vocational   counseling  becomes  readily  apparent,  as  does  the  necessity  of 
employing  a  variety  of  techniques.     It   is  our  experience  that  while  many  clients  can  be  reached  in 
individual   counseling  sessions  there  are  some  who  function  much  more  effectively  on  a  group  counsel- 
ing basis.     Representative  of  the  latter  group   is  the  withdrawn   individual  who  for  some  reason  or 
other  has  found   it  difficult  to  relate  to  a  counselor   in  a  one-to-one  relationship.     Perhaps  there 
was  a  too  rapid  probing   into  certain  basic  feelings  of   insecurity  and   inferiority.     Perhaps  there 
was  something  about  the  counselor  that  reminded  him  of  a  relative  he  disliked.     Whatever  the  cause, 
the  client  just  could  not  feel   relaxed  or  confident. 

We  have  found  such   individuals  receptive  to  group  counseling  techniques.     Not  only   is  there 
more  effective  discussion  of  the  vocational   problems  they  have   in  common.     It   is  also  true  that  many 
of  the  client's  dependency  needs  are  easily  worked  through   in  a  group  counseling  atmosphere.  Fears 
of. the  outside  competitive  world  can  be  markedly  reduced,  and  realization  that  his  fellow  students 
have  the  same  fears  helps  to  relieve  him  of  the  burden  of   insecurity.     A  more  positive  approach  to 
vocational   adjustment  develops  from  this  association  with  others.     Moreover,  some  clients  relate 
better  in  individual   sessions  after  they  have  participated   in  these  group  meetings. 

Meeting  Our   Immediate  Needs 

At  the  Institute  for  the  Crippled  and  Disabled  there  are  two  distinct  groups   in  the  trade  train- 
ing classes.     There  are   (a)   those  who  have  never  been  employed,  or  come  to  us  with  a  limited  work 
history,  and   (b)  those  who  have  not  worked   in  the  last  five  years  because  of  their  severe  disability 
or  because  of  a  recent   industrial   accident.     These  groups  present  similar  vocational   adjustment  prob- 
lems:    feelings  of   inadequacy,   fearfulness  of  outside  competition,    inability  to  adequately  assert 
themselves  productively,  and  need  for  reassurance  and  gaining  of  confidence.     The  biggest  problem 
in  counseling  is  determining  the  "job  readiness"  of  the  trainee. 

The  young  severely  handicapped  trainee  who  has  had  little  or  no  contact  with  the  competitive 
working  world  comes  to  a  training  program  with  serious  misconceptions  concerning  the  field  of  work. 
He  knows  little  of  what   is  required   in  a  productive  environment.     A  factory  he  pictures  as  a  "sweat 
shop"  arrangement  where  one  works  constantly  with  a  foreman  looking  over  his  back.     He  enters  a 
trade-training  program  with  extreme  feelings  of   insecurity  and   inferiority.     Since  birth  he  has  led 
a  sheltered  existence,  never  venturing  more  than  a  few  blocks  away  from  his  own  home,  always  depend- 
ing on  his  parents  for  any  decisions  that  needed  to  be  made.     Prevented  by  his  parents  from  reaching 
out   into  the  social  world,  he  has  developed  no  ability  to  cope  with   life's  problems  and  sorely  needs 
to  be  guided  along  the  lines  of  emotional   and  vocational  growth. 

Individuals   in  this  group  need  extensive  help   in  job  orientation,    in  Job  preparation,  and  in 
associating  with  the  nonhand i capped  population   in  a  working  relationship.     These  factors  are  all 
part  of  a  trainee's  hidden  fears  and  apprehensions,  which  find  expression  more  readily  in  a  group 
counseling  relationship. 

The  severely  handicapped  person  who  has  a  disability  of  long  standing  presents  much  the  same 
problem  as  one  who  has   incurred  an   injury  through  an   industrial   accident  but  has  not  been  employed 
in  outside  industry  in  the  last  five  years.     The  goal    is  job  placement.     But  the  man  has  grown 
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skeptical  of  his  capabilities;  he  has  become  suspicious  and  fearful  of  outside  competitive  employ- 
ment.    The  accident  case  is  hesitant  of  returning  to  work  since   it  may  aggravate  his  condition. 
He   is  overconcerned  with  his  physical    limitations.     His  primary  concern   is  therapeutic  help  for  a 
specific  injury. 

In  the  long-standing-disability  group  there  are  those  who  have  poor  work  records  because  of 
their  quest  for  the  "ideal"  type  of  job  which   is  never  forthcoming.     They  have  never  received  the 
benefits  of  a  complete  evaluation  program  in  a  rehabilitation  center.     They  have  never  been  exposed 
to  a  vocational   setting  where  their  aptitudes  and  skills  could  be  determined.     Many  have  drifted 
from  job  to  job  without  any  real   conception  of  their  capabilities.     There   is   limited   interest   in  any 
specific  job,  except  from  a  material   standpoint.     When  an   individual   of  this  type  enters  a  vocation- 
al  training  program,  he  finds  out  what  he  can  do  in  the  skilled  trade  areas.     Through  exposure  to 
actual  job  tasks,  he  gains  a  sense  of  worth  and  usefulness  which  strengthens  his  ego.     He  has  pro- 
duced something  which  has  economic  value,  and   it   is  a  heartening  experience. 

In  attempting  selective  placement  with  our  trainees,  we  recognized  the  need  for  group  counseling 
assistance.     We  learned  from  actual   job   interview  experiences  that  our  trainees  had  difficulties  with 
employers.     There  were  many  who  failed  repeatedly   in  employment   interviews,   though  they  were  fully 
trained  in  one  of  our  skilled  trade  areas.     They  failed  to  impress  the  employer  because  of  their  in- 
ability to  express  themselves  adequately  during  the   interview.     Their   ineptness  showed   in  a  variety 
of  ways,  differing  of  course  with  the   individual.     They  answered  questions  haphazardly  and  incoher- 
ently.    They  said  little  about  their  trade  school    training,  which  was  the  employer's  primary  concern-- 
and  avoided  discussing  their  disability,  which  should  have  been  dealt  with  frankly.     They  even  made 
the  mistake,  some  of  them,  of  requesting  special   employment  privileges.     Though  employers  had  been 
oriented  by  the  placement  worker  to  the  applicant's  training,  work  background,  and  disability,  they 
still   had  doubts  of  his  ability  to  hold  up   in  a  production  environment,  and  wondered  about  the  "job 
readiness"  of  the  severely  handicapped. 


Forming  the  Group 


For  our  experiment   in  group  vocational  counseling  we  made  a  careful   selection  of  students  from 
the  various  trade  training  classes  at  the   Institute.     The  primary  criterion  for  acceptance  was  their 
need  for  help   in  adjusting  to  Job  interviews  and  to  employment   in  the  working  world. 

There  were  13  students  chosen--a  heterogeneous  group   in  terms  of  age,  disability,   trade  train- 
ing, and  previous  work  history.      (We  did  not  attempt  to  standardize  our  group  because  we  had  a  varied 
student   load.)     The  group  varied   in  age  from  17   to  51,  with  a  mean  of  3^.     There  were  13  different 
disabilities  represented,  with  various  physical    limitations.     Four  of  the  group  members  had  never 
worked  at  all,  and  before  coming  to  the   Institute  had  never  been  exposed  to  a  vocational  training 
env  i  ronment . 


Group  Sessions 


The  counselor's  main  endeavor,  after  establishing  at  the  opening  session  a  permissive  relation- 
ship with  the  group,  was  to  emphasize  continually  the   importance  of  pooled  experience,  each  member 
making  his  contribution  for  the  benefit  of  all.     Once  a  few  members  expressed  their  thoughts  there 
was  much  freer   interchange  on  the  part  of  the  majority.     They  seemed  to  recognize  the  purpose  of  the 
group  and  the  need  for  help   in  getting  a  job.     This  attitude  was  reinforced  by  certain  current  job- 
hunting  experiences  which  several  members  stressed. 

During  several  sessions  we  devoted  a  great  deal  of  time  to  the  meaning  of  work ,  a  word  which  has 
a  variety  of  connotations  for  the  handicapped  and  stirs  up  many  ideas  in  the  client's  mind:  Why  do  I 
have  to  work?  What  do  they  mean  by  production  eight  to  nine  hours  per  day?  Will  I  be  exploited  over 
a  long  period  of  time?  These  hidden  thoughts  of  the  client  seemed  to  emerge  when  the  meaning  of  work 
was  brought  up  in  the  group  process.  Many  of  their  rationalizations  and  compensatory  mechanisms  were 
vent i 1 ated--wh i ch  gave  them  a  more  realistic  approach  toward  eventual  employment. 

In  the  group  there  were  several  members  who  had  never  visited  a  factory.     Accordingly,  a  field 
trip  was  arranged.     Discussion  at  the  group  session  was  extremely  brisk  as  a  result  of  this  excur- 
sion.    Group  members  tended  to  relate  their  trade  training  with  outside  job  demands.     Field  visits 
increased  their  motivation  toward   immediate  job  placement.     It  was  during  this  session  that  two 
members  obtained  jobs--a  development  which  proved  an   impetus  to  the  group  for  future  sessions. 
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Job  Hunting 


In  applying  for  a  job  the  severely  handicapped  client  has  two  obstacles  to  meet:     the  applica- 
tion blank  and  the  interview.     In  the  experience  of  our  group  the  most  difficult   item  they  were  asked 
to  furnish  in  filling  out  applications  was  a  description  of  their  disability.     Some  left   it  blank 
while  others  wrote  a  whole  medical  history. 

How  do  you  describe  cerebral   palsy,  multiple  sclerosis,  and  epilepsy  on  an  application  blank? 

An  entire  group  session  was  devoted  to  this  feature,    in  the  realization  that  anything  an  applicant 

writes   is  easily  misinterpreted  by  the  employer  who  has  preconceived  notions  unfavorable  to  dis- 
ab  i 1 i  ty  groups . 

Trainees  had  difficulties   in  describing  their  training  and  previous  work  history,    if  any. 

Should  they  mention  that  they  had  received  training  at  The   Institute  for  the  Crippled  and  Disabled 

or  merely  state  "a  training  school"?     (The  dependent   individual   felt  that  he  should  stress  the 
Institute's  name,  while  the  more  aggressive  tended  to  lean  the  other  way.) 


The  Job  Interview 


All  of  the  preliminary  work  of  job  hunting  leads  up  to  the   i nterv i ew--wh i ch ,   from  the  applicant's 
point  of  view,    is  a  sales  talk  in  which  he  reviews  his  training  and  tells  how  his  skills  can  be  an 
asset  to  the  employer.     This   important  area  of  vocational   adjustment   is  sometimes  overlooked  because 
counselors  tend  to  take  it  for  granted  that  a  client  will   succeed   in  getting  a  job  once  he  has  re- 
ceived extensive  vocational   training  and  psychotherapeutic  assistance. 

As  you  work  intensively  with  severely  handicapped  persons  who  have  never  been  employed,  it 
becomes  clear  that  you  can  take  nothing  for  granted.  It  is  necessary  to  proceed  slowly  and  cautious- 
ly through  every  phase  of  the  job  interview.  Telephoning  to  request  an  interview,  personal  grooming, 
following  travel  d i rect i ons--these  are  all  part  of  the  experience  whose  outcome  is  so  important.  For 
you,  such  a  simple  matter  as  entering  a  room,  extending  your  hand  for  a  handshake  greeting,  and  stat- 
ing simply  why  you  have  come,  may  indeed  be  simple.  For  them,  in  a  job-seeking  situation,  it  may  be 
quite  formidable. 

To  solve  these  interview  problems  we  utilized  the  role-playing  technique  with  excellent  effect. 
In  playing  the  part  of  the  employer  or  of  the  job  appl  icant--each  member  had  a  chance  at  both  roles-- 
the  participants  found  release  of  tension  and  escape  from  anxiety  concerning  their  own  real-life 
situations.     In  the  ensuing  discussion  they  gained  strength  from  each  other,   talking  freely  about 
their  experiences  and   inadequacies.     Also,   they  benefited  greatly  from  the  experience  of  some  of 
their  classmates  who  had  been  out  on  actual    interviews  and  had  no  success. 

Through  the  use  of  role  playing  at  every  group  session  these   individuals  became  well  acquainted 
with  typical  questions  presented  by  employers.     They  developed  a  prepared  response  useful    in  discus- 
sing their  training,   their  productive  speed,   their  physical   disability  and  related   limitations.  The 
epileptic  and  the  cerebral   palsied  learned  how  to  talk  about  their  problems   in  terms  generally  under- 
stood, and   in  so  doing  were  relieved  of  many  of  their  anxieties  and  fears. 


Key  S  i  tuat  i  ons 


During  the  last  few  sessions  the  counselor  presented  hypothetical   situations  for  group  decision. 
The  idea  was  to  draw  out  the  trainees'  concepts  and  feelings  by  confronting  them  with  the  necessity 
for   immediate  decisions.      (In  many  cases  we  found  that  the  severely  handicapped  had  difficulties 
along  this  line,  having  only  a  limited  conception  of  the  consequences  of  a  given  alternative.) 

Your  worki  ng  hours  are  from  9:00  a.m.  to  5 : 00  £.m.  Employer  asks  you  to  drop  off  a  package  at 
the  pos  t  of  f  i  ce  on  you  r  way  home.  Th  i  s  has  occu  r  red  on  severa  1  occas  i  ons  after  5  :00  E-™-  and  taken 
you  somewhat  out  of  you r  way .     What  wou 1 d  you  do? 

Some  trainees  felt  that  the  employer  was  exploiting  them  and  would  "have   it  out"  with  him. 
There  were  others  who  refused  to  do  this  task  for  the  employer  because  asked  to  give  service  beyond 
5:00  p.m.     In  general,   the  group  felt  that  they  would  perform  the  given  task  to  the  best  of  their 
ability.     Group  members  argued  with  those  who  refused  to  do  this  task  for  the  employer.     There  was 
a  great  deal  of  interchange  of  feeling.     Those  who  had  never  worked  were  the  ones  who  refused.  As 
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their  improper  action  was   interpreted  to  them  by  group  members,   they  realized  their  mistakes  and 
seemed  to  accept  the  general  feeling. 

What  woul d  you  do  i  f  your  empl oyer  asked  you  to  come   i  n  and  work  on  Saturdays? 

The  same  people  who  refused  to  work  after  five  o'clock  expressed  grave  doubts  that  they  would 
work  on  Saturdays.  The  majority  of  the  group  responded  positively  and  would  work  on  Saturday.  As 
the  session  progressed,   there  was  a  positive  response  from  all  members. 

Other  situations  presented   included  the  following: 

You  were  taught   i  n  you  r  t  rade  t  ra  i  n  i  ng  program  a  spec  i  f  i  c  method  for  perform  i  ng  a  j  ob  task. 
The  employer  prefers  that  you  do  i  t  h  i  s  way.     What   i  s  you  r  dec  i  s  i  on? 

An  empl  oyee  asked  for  a_  ra  i  se  after  work  i  ng  ten  days  .     Was  t  h  i  s  a_  proper  act  i  on? 

You  were  promised  a  wage  i  ncrease  after  work  i  ng  s  i  x  months .  If  you  r  employer  failed  to  g  i  ve  it 
to  you,  what  wou 1 d  you  do? 

To  these  typical   situations  the  group  reacted  actively,  and  verbally.     There  were  always  a  few, 
of  course,  who  presented  rationalizations  for  their  negative  actions.     The  unfavorable  responses  came 
from  those  whose  work  experience  was  limited.     They  did  not  know  how  to  react  to  these  various  situa- 
tions.    These  ambivalent  reactions  to  the  key  situations  were  caused  by  their  basic   insecurity,  lack 
of  job  experiences,    inability  to  make  their  own   immediate  decisions,  and  difficulty  in  accepting 
responsibility.     Students  did  not  realize  that  their   improper  action  might  lead  to  dismissal.  As 
their  negative  actions  were  carefully   interpreted  to  them,   they  gained  greatly   in  insight  and  fore- 
thought from  the  group's  reaction  to  their   improper  decisions.     In  fact,   the  group  as  a  whole  seemed 
to  benefit  from  exposure  to  these  various  hypothetical  situations. 

Resul ts 


The  primary  purpose  of  our  group  counseling  was  to  prepare  clients  for  eventual  job  placement 
and  release  some  of  the  fears  they  had   in  connection  with  employment.     Nine  of  the  thirteen  were 
successful    in  finding  employment   in  outside   industry.     (Two  of  these  had  no  previous  employment 
experiences.)     The  other  four  were  not  sent  out  for   interviews  because  they  were  either  not  fully 
trained  or  not  considered  emotionally  and  physically  ready  for  placement. 

Individual  counselors  noted  changes   in  those  of  their  students  who  were  part  of  the  group  coun- 
seling program.     They  appeared  more  verbal    in  their   individual   sessions,  and   in  the  younger  group 
there  were  signs  of  vocational  maturity  and  adjustment.     They  seemed  more  secure,  more  confident  of 
their  ability  and  eventual    independence   in  the  working  world,  more  strongly  motivated  toward  immedi- 
ate employment.     Trade  training  instructors  recognized   improvement   in   interest,  motivation,  and  pro- 
ductive speed.     Individuals  appeared  more  sincere  in  their  desire  to  be  considered  for   immediate  job 
placement.     There  was  definite  growth   in  their   interpersonal   relationships.     Students  felt  that  they 
gained  a  great  deal   from  the  sessions,   for  they  were  prepared  to  face  an  employer,  whereas  previously 
many  were  stunned  by  his  presence. 
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PART  VI 


SPECIAL  EVALUATION  PROCEDURES 


Tests  as   instruments  of  evaluation  have  limitations,  even  with  the  nond i sab  I ed .     In  the  case  of 
many  of  the  disabled,   the  limitations  are  often  greater.     Many  of  the  difficulties  of  using  standard 
tests  with  the  severely  disabled  are  mechanical    in  nature,  and  can  be  overcome  by  adaptations  in 
test  administration.     In  other   instances  special   tests  can  and  should  be  developed.     Where  this  is 
done,  however,   the  test  should  be  standardized  on  the  nondisabled,  since   it   is  to  be  presumed  that 
we  wish  to  compare  the  disabled  with  the  nondisabled  with  whom  they  will  compete. 

At  present  we  do  not  have  enough  adequate  tests.     As  a  result,   there  has  been  considerable 
interest   in  developing  procedures  for  evaluating  clients   in  work  tasks,  or  work  sample  situations. 

The  field  of  occupational   therapy  seemed  to  offer  a  natural   setting  for  observations  and  evaluations 

of  clients.  Occupational  therapists  became  interested  in  this  use  of  their  setting  in  addition  to 
its  purely  therapeutic  value,  and  the  literature  contains  many  reports  of  their  activities   (2,  k) . 

Unfortunately,   the  importance  of  standardization  of  observations  was  not  always  recognized,  so  that 

much  of  the  work  was  of  little  value  to  counselors. 

A  second  approach  to  the  problem  is  represented  by  the  work  evaluation  centers,  such  as  that 
established  by  the  Chicago  Jewish  Vocational   Service   (3).     Here  the  sheltered  workshop  was  used  not 
for  training  or  employment,  but  for  purposes  of  evaluating  the  client.      In  many  of  these  programs, 
including  that  of  the  Chicago  Jewish  Vocational   Service,   the  emphasis   is  upon  the  evaluation  of  work 
attitudes  and  work  habits  rather  than  work  skills. 

The  evaluation  of  work  skills  has  been  most  extensively  developed  by  the   Institute  for  the 
Crippled  and  Disabled   in  New  York,  with  the  development  of  the  Tower  System  (Testing,  Orientation 
and  Work  Evaluation  in  Rehabilitation).     Thirteen  vocational   areas  are  evaluated  by  means  of  work 
samples.     The  article  by  Gorthy  and  his  associate  describes  the  procedure.     Usdane   in  another 
reference  also  describes   it  (7). 

The  papers  in  this  section  constitute  but  a  small  sample  of  the  work  and  writing  in  this  field. 
The  bibliography  by  Granofsky  (k)  lists  many  references,  and  a  few  more  are  given  at  the  end  of  this 
i  nt  roduct  i  on . 

Two  problems  posed  by  the  present  activity  deserve  consideration  by  workers   in  the  field.  One 
is  the  lack  of  attention  to  the  validation  of  evaluations  made   in  work  settings.     To  some  extent  it 
may  be  assumed  that  such  evaluations  are   inherently  valid,   since  they  may  be  at   least  close  to  obser- 
vation of  criterion  performance.     But  where  samples  are  used,  they  are  not  the  criterion,  or  the 
whole  criterion,  and  need  to  be  validated.     Moreover,  even  where  validity  may  be  assumed,   there  is 
need  for  standardization  and  demonstration  of  the  reliability  of  the  observations  and  evaluations. 
The  Tower  System  has  recognized  the  need  for  standardization. 

A  second  problem  is  the  tendency  to  go  perhaps  too  far   in  setting  up  complex  situations,  or 
using  the  criterion  itself.     This  has  the  advantage,  as  suggested  above,  of  achieving  inherent 
validity.     But   it   is  also  extremely  expensive  in  terms  of  time  and  equipment.     Tests  were  developed 
to  substitute  for  the  sometimes  prohibitively  expensive  criterion  measurement.     It  would  appear  that 
more  effort  should  go  into  attempts  to  develop  substitutes  for  the  criterion  measurement,    in  other 
words,  to  develop  tests  which  will   be  related  to  the  results.     The  paper  by  Thomas  and  his  associ- 
ates addresses   itself  to  this  problem. 

The  line  between  work  evaluation  and  work  exp 1 orat i on--or  prevocat ional  exp 1 orat i on-- i s  thin  if 
not  nonexistent.     Our  main  concern  here   is  with  evaluation.     The  use  of  sheltered  workshops  for  pre- 
vocational  evaluation  should  not  be  forgotten,  however,  and   is  considered   in  some  of  the  papers  in 
this  section.     Additional   references  will   be  found   in  the  bibliography  by  Granofsky  (4). 
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VOCATIONAL  COUNSELING  WITH  THE  SEVERELY 
HAND  I  CAPPED 


Willi  am  M.  Usdane 


I nt  roduct i  on 


A  severely  handicapped   individual    is  generally  one  who  cannot  be  rehabilitated  through  the  usual 
procedures  and  facilities  established  for  general  community  use.     He  requires  additional  specialized 
facilities  and  a  combination  of  services  over  an  extended  period  of  time.     In  this  respect,   it  is 
hoped  that  this  paper  will    imply  throughout  the  concept  of  rehabilitation  as  a  composite  science, 
"bringing  into  focus  all  of  the  various  professional   services  required  by  a  d i sab  1 ed . , . adu 1 1  to 
achieve  normal    living"  (1). 

Vocational  counseling  provides  an  opportunity  for  the  counselee  to  grow  in  increased  self- 
understanding  of  his  interests,  aptitudes,  skills  and  capacities.     Through  the  vocational  counseling 
process,   the  individual    is  able  by   increased   insight  to  choose  the  training  or  retraining  commensur- 
ate with  his  abilities  and   interests;  the  objective  being  development  of  ability  to  secure  suitable 
placement  as  a  result  of  his  developed  skills   in  a  specific  vocational  or  occupational   area;   to  follow 
realistic  goals  as  a  result  of  the  permissive  relationship  of  the  counseling  process,  and  to  progress 
positively  through  his   increased  understanding  of  himself. 

Previous  treatment  of  the  subject  of  counseling  with  the  handicapped  has  concerned  attitudes  of 
the  employer   (9),   the  vocational   counselor's  role  in  a  hospital   setting   (6),   standardized  aptitude 
and  interest  testing   (4),     and  the  values  of  the  teamwork  approach   in  rehabilitation   (16).  Other 
articles  and  discussions  have  stressed  early  vocational   preparation  for  the  very  severely  handicap- 
ped (14),  community  services  for  the  severely  handicapped   (8),    industry's  role   in  rehabilitation  (11), 
and  occupational  exploration  in  vocational  counseling  (10).     The  importance  of  these  various  topics 
is  not  to  be  minimized;  but  there   is  a  constant  need  for  additional   suggestions  or  techniques  in 
specific  regard  to  counseling  with  the  severely  handicapped. 

In  many  instances,  for  example,  the  vocational  counseling  of  the  severely  handicapped  becomes 
part  of  the  habilitation  program  rather  than  the  rehabilitation  process.  The  severely  handicapped 
adult  with  whom  one  is  working  is  often  the  cerebral  palsy  or  polio  child  of  yesterday.  His  work 
experience  is  a  void,  and  his  school  environment  is  usually  within  the  protective  atmosphere  of  the 
home.  As  will  be  pointed  out,  the  narrow  range  of  his  experiences  with  occupations  or  occupational 
information  as  well  as  his  very  limited  knowledge  of  employers  or  employees  emphasize  his  need  for 
habilitation  rather  than  rehabilitation. 

Habilitation  of  the  severely  handicapped  may  even   include  travel   directions  through  accepted 
landmarks   in  the  city  in  which  the  counselee  lives.     Recently,  one  of  the  graduates  of  the  Institute 
for  the  Crippled  and  Disabled's  Optical  Mechancis  Class  was  referred  for  selective  placement  with  a 
firm  two  blocks  from  Times  Square,  New  York.     The  trainee  had  been  attending  the  Institute  for  one 
year,  and  had  lived  the  last  twelve  of  his  nineteen  years   in  lower  Manhattan.     His  ambulation  was 
better  than  average,  for  he  rode  the  subways:     his  diagnosis  was  Erb's  Paralysis.     He  had  never  been, 
however,  to  Times  Square,  and  another  student  was  required  to  take  him  to  the  firm  of  the  employer 
who  had  requested  a  beginning  surface  grinder.     Of  average  intelligence,  his  maturation  had  been 
slow  because  of  a  protective  familial   atmosphere,  which  somehow  had  excluded  Times  Square  from  his 
fund  of  experiences. 

The  severely  handicapped  person  may  have  incurred  his   injury  through  accident  or  disease  as 
long  as  ten  years  prior  to  his  referral   for  rehabilitation.     He  may  have  developed  a  considerable 
amount  of  negative  attitudes,  and  may  have  come  to  accept  his  physical    limitations  rather  than  making 
an  effort  to  determine  his  remaining  potential   skills  or  aptitudes  for  training  or  retraining.  Voca- 
tional counseling  again  with  these  cases  necessitates  that  the  counselor  pierce  the  resistance  of  the 
accumulated  years  of  stagnation. 

Although  80,000   (3)  workers  are  permanently  disabled   in   industrial   accidents  each  year,    in  1950 
only  7,000  of  those  cases  received  vocational    rehabilitation  services  from  the  State-Federal  Divisions 
of  Rehabilitation.     Funds  are  limited,  and  the  various  states  work  strenuously  to  the  limit  of  their 
budgets  as  well   as  their  resources.     Of  those  7,000,  only  4,300  were  covered  by  workmen's  compensation. 


Reprinted  from  Arch  i  ves  of  Phys  i  cal  Med  i  c  i  ne  and  Rehab  i 1  i  ta t  i  on  ,  1953,  3*+,  607-616,  by  permis- 
sion of  the  author  and  publisher. 
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Seven  years  was  the  average  time  that  had  elapsed  between  the  onset  of  their  disabilities  and  the 
provision  of   rehabilitation  services.     The  recent  January  25.    1952  Report  of  the  Task  Force  on  the 
Handicapped  from  the  Office  of  Defense  Mobilization  states  "there  are   too  few  places   in  which  these 
services   (composite  elements  of  effective  rehabilitation)   are  actually  brought  together  and  effec- 
tively put   to  work   in  a  common  effort   to  serve  an   individual   who   is  a  handicapped  person.      It  is 
here,    in  the   individual   community,    that   the  greatest  opportunity  exists   to  muster  the  full   force  of 
local    talent  and  energy  to  meet   the  needs  of  the  disabled  and   to  bring  them   into  the   local  labor 
force .  " 

The  purpose  of  this  paper   is  to  discuss  certain  aspects  of  counseling  the  severely  handicapped, 
which  may  prove  to  be  helpful    to  those  participating  professionally   in  the  rehabilitation  process. 
While  the  nature  and  method  of  each  procedure   is  related  professionally  to  the  discipline  of  voca- 
tional  counseling,   an  awareness  of  what  other  professional    team  members  are  attempting  to  accomplish 
provides  a  more  successful    theater  of  operation   in  which  the  client   is   to  be  served  by  all    in  team- 
work relationship.     Dr.   Frederick  A.   Whitehouse  points  out  that  teamwork   in  a  total  rehabilitation 
center  "is  a  c 1 ose . . . mu 1 t i p rof es s i ona 1   union  devoted  to  a  common  purpose--the  best  treatment  for  the 
fundamental   need  of   the   individual"   (15).     Two  aspects  of  vocational   counseling  with  the  severely 
handicapped  will    be  covered:     job-task  assignments  and  role-playing. 

Job-Task  Assignments 

The  aptitudes  and   interests  of  the  nonhand i capped   individual   have  been  fairly  well   covered  by  a 
variety  of  tests  readily  available  to  the  vocational   counselor  and  guidance  worker.     Since  World  War 
II,    the  Veterans  Administration  Advisement  and  Guidance  Programs  have  given  considerable   impetus  to 
the  utilization  of  aptitude  tests,    interviews,   and  other  techniques    in  the  guidance  and  counseling 
field.     The  various  State  Employment  Service  Offices  use  the  newly  developed  General  Aptitude  Test 
Battery,  which  covers  various  occupational    fields.     The   increased  usage  and  popularity  of  test 
administration  as  well   as  the   increasing  coverage  of  aptitude  and  skill   areas  through  new  tests  by 
competent  users  have  added  to  the  various  means  by  which  the   individual   can  be  aided   in  arriving  at 
a  more  realistic  vocational  goal. 

Unfortunately,   the  usual    standardized  test,   except  for  a  very  small   minority  and  except  for 
specialized   research    in   the  area  of   the  blind  and  blinded,   does  not    include  norms  or  significant 
data  which  can  be  related  to  other  severely  disabled   individuals.     Such  elements  as  speed,  adjust- 
ment, approach,  use  of  two  unimpaired  hands,  need  for  unimpaired  vision  and  others  account  for 
extremely  low  scores  on  these  tests  by  the  severely  handicapped. 

To  standardize  existing  tests   for   the  severely  handicapped  would  be   indeed  a  difficult  task. 
One  would  have  to  take   into  account   the  diagnosis,   the  degree  of   limitation,    the   length  of  time  of  d 
ability,   and  many  more  variables.     Degrees  of   injury  and   residual   capacity  are  many.      It  would  be 
difficult   to  classify  scientifically  for   the  majority  of   the  existing  aptitude  tests  comparable 
groups  among  the  different  medical  diagnoses. 

Perhaps  more   important,  many  tests  have  derived  their  standardization  from  the  testing  of  large 
groups  of  workers    in  the  occupational    fields  for  which  the  specific  aptitude  tests  were  devised. 
But  for  some  of  the  severely  handicapped,  a  single  placement   in  one  job  area  may  be  the  signal 
achievement  for  that  particular  handicapped  group.      In  working  with  the  vocational   counseling  of  a 
woman  of  thirty-six  with  a  right  hemiplegia,    I   have  often  wondered  how  many  others  had  been  placed 
in  the  particular  job  area  where  she  has  had  some  success.     Sustaining  a  severe  aphasia,   she  re- 
ceived psychological    retraining,   social   casework,  occupational   and  physical   therapy,  and  sheltered 
workshop  activity  along  with  her  vocational   counseling.     While  she  was  capable  of  operating  the 
Merrow  sewing  machine,  which   involves  the  utilization  of  only  one  hand  and  one  foot,  her  interest 
lay  elsewhere.     She  had  been  an  excellent  saleswoman  at  one  of  the  most  demanding  department  stores 
in  New  York  City  prior  to  her  accident,  which  was  five  years  before  she  was  referred  for  total  serv- 
ices.    Her  recovery  excluded  the  use  of  her  right  hand  for  fast  writing;  difficulty   in  mathematical 
concepts  was  also  present. 

Her   insistence  upon  seeking  restaurant  hostess  work  was  not  denied,  however,  when  the  profes- 
sional   team  working  with  her   recognized  this  need  as  an   important  one   in  her   return  to  normal  func- 
tioning.    Within  the  framework  of  a  permissive  relationship,   she  progressed  with  her  rehabilitation 
to  a  point  where  she  was  able  to  sustain  restaurant  hostess  work  despite  existing  aphasia.  Physical 
she  looked  the  part,  and  she  was  able  to  do  this  type  of  work  with  an  understanding  employer. 

But  are  there  any  other  aphasic   restaurant  hostesses?     The  problem  of  standardizing  a  type  of 
test  which  might   include  occupations  for  aphasics  presents  obvious  problems   immediately.     Again,  one 
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considers  the  varying  degrees  of  residual    impairment  of   any  disease  or   injury,  and  the  problem  in- 
creases.    In  addition,  the  Baruch  Committee  on  Physical  Medicine  (2)   indicated  that  one  disability 
affected  the  individual's  entire  behavior,  his  attitude,  emotional   responses,   recreational  interests, 
family  and  social   life.     Emotional  disturbances  are  sometimes  precipitated  by  a  severe,  crippling 
accident  or  disease;  or  a  personality  difficulty  may  be  aggravated  by  disease  or  injury. 

While  many  of  the  usual   standardized  manual  dexterity  tests,  mechanical,  and  clerical  aptitude 
tests  are  administered  at  the  Institute,   the  results   invariably  reveal  nonsignificant  scores.  Most 
skills  demand  the  use  of  two  good  hands,  and  mechanical  dexterity  tests  are  in  part  predicated  on 
that  assumption.     The  hand  or  arm  amputee   is  thus  at  a  disadvantage.     The  hemiplegic  or  arthritic 
do  poorly  on  the  standardized  assembly  type  tests.     The  cerebral   palsy  patients  are  bothered  by  poor 
eye-hand  coordination,  or   if  they  achieve  correctly  and  accurately,  do  so  at  a  pace  hardly  commen- 
surate with  the  scores  demanded  by  the  tests  for  significant  levels  of  achievement  in  order  to 
indicate  suitable  occupational  fields. 

Mr,  Jay    Obrien,  at  the  Institute  for  the  Crippled  and  Disabled,  has  devised  a  series  of  job- 
task  assignments  or  work  samples  which  are  directly  related  to  the  various  trades  taught   in  the 
training  classes  at  the  Institute.     The  severely  handicapped  individual,  during  the  counseling 
process,   is  referred  to  a  Guidance  Test  Class,  where  for  a  period  from  two  to  four  weeks  he  is 
given  the  opportunity  to  explore  his  capacities  and  skills   in  such  trades  as  jewelry  mechanics, 
optical  mechanics,   leather  goods,  commercial   art,  welding,   typing  and  switchboard,  elevator  operat- 
ing and  sheltered  workshop  tasks,  as  well  as  sewing  machine  work.     Here,  the  client  has  the  opportun- 
ity, under  expert  supervision,   to  engage  in  the  actual   activity  of  the  trade,  utilizing  the  tools  and 
the  materials,  sustaining  an  eight-hour  day  standing  or  at  a  bench.     Here,   too,  he  is  experiencing 
the  atmosphere  of  shop,  since  he  works  with  others  and  the  elements  of  production  and  competition 
are  present  to  some  degree.     The  level   of  achievement   is  placed  on  a  vocational   rather  than  on  a 
prevocat i onal  status. 

By  prevocational   status   is  meant  the  atmosphere  and  environment  of  the  occupational   therapy  shop 
where  the  client  works  on  a  therapeutic  basis  rather  than  on  a  vocational  one.     Perhaps   it  should  be 
pointed  out  that  while  the  focus  of  prevocational  work  is  vocational,   the  purpose   is  more  therapeutic 
than  in  the  Guidance  Test  Class,  or  in  the  actual   training  class.     The  prevocational  atmosphere 
allows  essentially  for  the  tolerance  exploration  and  specifically  prescribed  therapeutic  achievement 
of  the  severely  handicapped.     His  products  accomplished   in  the  occupational   shop  may  be  superior  to 
the  work  of  a  student   in  a  training  class.     But  how  long  did   it  take  him  to  finish  his  work?  How 
much  individual  attention  was  given  him?    Did  he  connect  the  work  with  a  transfer  of  skills  for  out- 
side competitive  employment?    These  questions  are  not  asked  for  any  defense  argument.  Prevocational 
service  is  an  integral  part  of  the  many  services  to  be  given  the  severely  handicapped  person  during 
his  total   rehabilitation.     But  often  the  severely  handicapped  person's  work  at  this  stage  may  be 
interpreted  vocationally  to  mean  a  return  to  employment,  when  speed  and  production  have  not  been 
cons  i  dered . 

A  hospital   situation  may  not  allow  for  a  Guidance  Test  Class  setup  as  will   be  further  described. 
In  the  development  of  a  rehabilitation  center,  a  vocational   training  department  would  offer  immediate 
classroom  instruction  for  the  severely  handicapped  person  upon  the  conclusion  of  his  Guidance  Test 
Class  exploration.     The  various  trade  training  classes  at  the  Institute  for  the  Crippled  and  Disabled 
were  specifically  chosen  because  of  the  availability  of  placement  on  the  outside  for  the  severely 
handicapped  person.     The  potential   for  success   in  any  of  the  training  classes   is  determined   in  the 
Guidance  Test  Class. 

In  the  Guidance  Test  Class,   the  various  phases  of  each  trade  are  broken  down   into  a  job  analysis 
of  the  various  tasks  or  assignments  of  a  total  job  to  be  completed.      Initial  job-tasks  concern  the 
utilization  of  the  simpler  tools  of  the  trade.     One  guidance  test  has  to  do  with  aptitude  for  using 
a  ruler.     Strangely  enough,  many  instances  have  found  where  a  client  may  have  scored  significantly 
high  on  a  standardized  test  of  arithmetic  fundamentals,  but  his  ability  to  use  a  ruler  correctly  is 
sadly  impaired.     In  most  trades   it   is  necessary  to  know  how  to  read  and  use  a  ruler  accurately  and 
quickly.     This  accepted  procedure   is  difficult  for  the  former  heavy  construction  worker  or  laborer 
whose  academic  training  was  limited,  or  whose  background   includes  a  foreign  language  difficulty. 
In  many  cases  where  the  adult's  childhood  disease  required  home  teaching,  he  may  not  have  had  the 
constant  use  of  the  ruler  which  daily  attendance  at  public  school   usually  provides.     Such  problems 
as  these  continually  arise  in  the  counseling  process  with  the  severely  handicapped  at  the  Institute 
but  are  only  occasionally  found   in  rehabilitation  literature. 

In  the  Guidance  Test  Class,  each  job-task  prescription  includes,  on  one  side  of  the  assignment 
the  directions  for  the  task;  on  the  other  side,    illustrations  are  carefully  presented,  so  that  a 
minimal   amount  of  instruction   is  necessary  from  the  counselor.     From  these  job-tasks,   the  counselor 
has  ample  opportunity  to  observe  the   individual's  ability  to  read  and  follow  simple  directions. 
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Furthermore,  he  has  the  chance  to  observe  work  habits,  work  tolerance,  and  ability  to  sustain  any 
set  task.     Perseverance  and  d i s t ract i b i 1  i ty  can  be  observed  and  judged  throughout  the  individual's 
tryout   in  the  Guidance  Test  Class.     The  room  has  the  appearance  of  a  training  class,  but  each  indi- 
vidual   in  the  small   group  may  be  working  on  a  different  job  task. 

During  the   individual 's  stay   in  the  Guidance  Test  Class,  his  work  includes  a  visit  to  the  actual 
trade  training  classes  which  are  on  the  same  floor.     In  this  manner,  he  has  the  opportunity  to  see 
the  class  at  work,  observe  the  various  types  of  projects  on  which  class  members  are  working,  and 
receive  a  clearer  picture  of  the  physical   demands  of  the  work.     He   is  also  able  to  see  any  adjust- 
ments being  made  by  those  with  varying  types  of  disability  who  may  be  approaching  machinery  or  bench 
work   in  different  ways.      If   there   is  any  question   in  the  Guidance  Test  counselor's  mind  about  the 
capacity  of  the   individual    for  a  certain  type  of  work,   he   is  tried  out    in  the  actual    trade  training 
course  under  the  supervision  of  the   instructor   in  charge.     This   is  particularly  true  of  the  manage- 
ment of  some  of   the   larger  operating  machines  which  may  not  be  duplicated   in  the  Guidance  Test  Class. 
In  the  optical  mechanics  class,   the  machinery   involved   is  of  a   large,   stationary  type,   and  individ- 
uals are  usually  given  their  job-task  assignments    in  the  actual  class. 

Since  the   Institute  for  the  Crippled  and  Disabled  has   its  own  Sheltered  Workshop  on  the  second 
floor,  job-task  assignments  of  this  type  are  also  included   in  the  Guidance  Test  Class  procedure. 
The  Sheltered  Shop  tasks   include  collating,  pasting,  packing,  Merrow  sewing  machine  operating  for 
one-handed   individuals,   Singer  sewing  machine  operating,   and  assembly  tasks  comparable  to  light 
factory  assembly  on  the  outside.     Training   is  also   included  for  shipping  and   receiving  clerk,  and 
clerical    inventory  work. 

Among  other  reasons,   referral   to  the  Sheltered  Shop  may  be:      (a)   to  build  up  work  tolerance  for 
placement    in  competitive  work  on  the  outside;    (b)   for  training   in  either  Merrow  or  Singer  sewing 
machines;    (c)   for  adjustment   to  light  factory  assembly  work  prior   to  outside  placement;    (d)  for 
ability  to  sustain  work  capacity  and   interpersonal    relationships  with  other  workers ;    (e)   for  possi- 
ble terminal   employment  for  the  marginal  worker  either  because  of  personality  problems,  physical 
problems,  or  a  combination  of  both,  and   (f)   for  a  refresher  course.     The  job-task  assignments  for 
the  Sheltered  Workshop  are  carefully  observed  for  rate  of  production,  speed  of  performance,  perse- 
verance, and  the   interest   in,  as  well   as  aptitude  for,   sedentary  work  of  this  nature, 

Judgment  and  appraisal   of  work  performed   in  the  Guidance  Test  Class  are  based  on  five  classifi- 
cations:    superior,  above  average,  average,  below  average,  and   inferior.     Placed  around  the  walls  of 
the  Guidance  Test  Class  room  are  many  different  examples  of  work  in  all   of  these  categories.  The 
individual   can  compare  his  work  against  these  graded  examples   in  order  to  test  his  achievement  at 
any  stage  of  his  specific  job-task  assignments. 

The  classifications  or  criteria  of  appraisal   are  purposely  fairly  general.     A  rating  of  below 
average  may  not  necessarily  exclude  someone  from  referral    to  a  training  class   in  that  occupational 
area.     Final    decision   is  made  only  through  a  pooling  of  all    information  about   the   individual,  not 
merely  from  his  specific   ratings    in  the  Guidance  Test  Class.     The   results  of   the   individual's  clini- 
cal  testing  by  the  clinical   psychologist,   the  social   study  by  the  caseworker,   the  medical  information 
from  examination,   the  results  of  physical   and  occupational    therapy,  and  the  observation  and  vocation- 
al  analysis  by  the  vocational   counselor  are  combined  with  any  other   information  before  any  decision 
is  finally  made.     Certainly  no  professional   discipline  within  a  rehabilitation  center  can  afford  to 
disregard  the  wealth  of   information  gathered  by  all  who  work  with  the  client.     The  team  of  profes- 
sional workers  who  have  worked  with  the   individual   pool    their  findings  for  the  most  practical  solution. 
The   individual   becomes  an   important  part  of  his  planning,   and  his  ability  to  function  forward   is  uti- 
lized by  all  who  are   in  professional   touch  with  him.     The  decision  vocationally   is  an  integral  part 
of  the  vocational   counseling  process  through  which  the  client's  thinking   is  crystallized   into  long- 
range  planning.     Only  through  a  dynamic   interplay  of    interpretation  and  teamwork  coordination  can 
optimum  results  be  achieved   for  any  severely  handicapped  individual. 

The  job-task  assignment  offers  practical   application  of  the  client's  skills  and  potential  capac- 
ity for  achievement   in  the   Institute's  trade  training  classes  as  well   as   in   its  Sheltered  Workshop 
program.     Personality  difficulties   indicated   in  the  clinical   psychological    testing  or   in  the  social 
casework  approach  may  be  revealed   in  aggravated  fashion  during  the  vocational   exploration  in  Guidance 
Test  Class.     Physical    limitations  which  may  crop  up  during  a  full   day's  period  may  not  have  revealed 
themselves  during  therapy  sessions   in  the  medical   department.     More  and  more  the  severely  handicapped 
become  aware  of  their  residual   occupational   capacities  rather  than  their  physical    limitations   in  the 
Guidance  Test  Class.     And  since  the  trades  taught  at  the   Institute  were   initiated  because  of  place- 
ment opportunities   in  the  New  York  City  area,   the  severely  handicapped  are  able  to  become  a  part  of 
their  own  long-range  planning,  and  can  function  on  a  mature,   realistic,  vocational  plan. 

Guidance  Test  Class  offers  a  vocational    testing  technique  that    is  unusual    in  scope  and  guidance 
possibilities.      In  a  total    rehabilitation  center  offering  vocational    trade  training,    its  value  is 
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exceedingly  great.     For  application   in  other  rehabilitation  areas,  six  important  suggestions  are 
offered:     (a)  any  guidance  test  class  must  be  closely  coordinated  with  the  industries  or  trades  of 
the  surrounding  vicinity;   (b)   the  guidance  test  class  should  also  be  closely  coordinated  with  trade 
or  clerical   training  available   in  the  nearby  community,  or  available   in  the  community  to  which  the 
individual   returns;   (c)  guidance  test  class  should  be  of  a  dynamic  nature,  changing  the  types  of 
practical  job-task  assignments  with  the  needs  of  the  industrial   community,  or  the  needs  of  the 
available  trade  training  classes   in  the  community  to  which  the  severely  handicapped  will   be  return- 
ing;   (d)  guidance  test  class  must  be  carefully  coordinated  with  other  professional   disciplines  so 
that  the  individual  may  be  seen  as  a  whole  person--a  dynamic,  growing  personality;    (e)   the  job-task 
assignments  must  be  judged  according  to  the  trade  or  clerical   demands,    including  a  careful  appraisal 
of  speed,  tolerance  to  the  work,  consistency  of  performance,  and  adequate  production  of  a  finished 
product;   (f)  guidance  test  class  may  not  be  an  area  for  providing  practical    testing   in  the  profes- 
sions which  might   involve  long-range  schooling  plans  prior  to  entry  into  the  occupational   field,  and 
(g)  a  below  average  rating  for  the  severely  handicapped   individual  may  not  necessarily  rule  out 
referral  of  the  client  to  that  specific  trade  training,   for  his  achievement  must  be  considered  along 
with  all  phases  and  aspects  of  his  potential   capacities  as  well   as  his  obvious  limitations. 


Role-Playing 


Once  the  severely  handicapped   individual's  aptitudes  and   interests  have  been  explored   in  the 
Guidance  Test  Class,  and  his  decision  has  been  made  vocationally  with  the  assistance  of  professional 
team  members,  his  training  begins.     Very  often,  however,   the  results  of  the  Guidance  Test  Class  may 
indicate  the  need  for  additional   prevocat i onal   assistance.     When  this  occurs,   the  client  receives 
additional   therapy  until    it  is  felt  that  a  vocational   revaluation   is   in  order.     And  then  again 
through  an  interplay  of  professional    information  and  interpretation,   the  individual  re-enters 
Guidance  Test  Class  for  more  vocational  exploration. 

Before  completion  of  his  training,  considerable  discussion  is  held  with  the  trainee  regarding 
his  eventual   placement   in  his  chosen  occupational   area.     The  vocational   counselor  attempts  to  explore 
with  him  his  feelings  about  placement,  his  confidence   in  his  ability  to  sustain  employment,  and  prac- 
tical problems  such  as  working  hours,  salary,  and  employer-employee  relations.     It   is  at  this  point 
that  the  severely  handicapped  person's  reaction  to  his  disability  may  provide  a  springboard  for  the 
technique  of  "role-playing."     in  role-playing,  there  are  a  number  of  distinctive  characteristics 
which  will  help  the  severely  handicapped  prepare  for  his  job  interview  with  a  prospective  employer; 

(1)  role-playing  is  concrete  and  rea 1 i s t i c--probabl y  as  close  as  possible  to  the  actual  situation; 

(2)  it   is  a  flexible  situation  wherein  the  participants  can  change  roles  and  participate  in  a  wide 
range  of  situations,  and   (3)   it  stimulates  participation  and  affords  an  experience  for  the  release 
of  any  feeling  and  tension  in  connection  with  the  job  interview  and  part  of  the  job-seeking  process. 
Role-playing  provides  an  excellent  opportunity  for  the  severely  handicapped  to  recognize  their  de- 
ficiencies  in  interview  situations,  allowing  them  to  profit  by  errors   in  approach,    in  thinking,  and 

in  action.     Their  motivation  or  lack  of   it  may  be  easily  discernible  in  their  approach  to  an  employer. 
Their  inability  to  make  a  simple  appointment  by  telephone  with  a  prospective  employer  may  be  an  ini- 
tial stumbl ing  block. 

Miss  L. ,   twenty-four  years  old,  had  sustained  a  severe  attack  of  poliomyelitis  when  she  was 
three.     She  had  received  only  home  instruction  but  was  graduated  from  high  school.     At  the  Institute 
she  had  progressed  from  a  wheel  chair  to  crutches  and  braces  and  was  graduated  from  the  Office  Prac- 
tice Class  with  proficiency  in  stenography,  switchboard  operation  and  office  machines.     After  her 
Guidance  Test  Class  exploration  and  her  training  which  followed,  she  had  also  received  some  Job 
training  in  some  of  the  Institute  offices  as  well   as  at  the  busy  Institute  switchboard.     But  she  had 
had  no  actual  work  experience  when  counseling  proceeded  toward  selective  job  placement  during  her 
training  period. 

The  comfortable  atmosphere  of  the  Institute  had  provoked  little  motivation  toward  desiring  out- 
side placement.     But  she  had  verbalized  her  willingness  to  attempt  work  in  an  office  close  to  her 
home  in  upper  Manhattan,  where  taxi   transportation  would  not  be  prohibitive.     Previous  vocational 
counseling  had  not  brought  to  light  her  fear  of  the  initial  job  interview.     Her  anxiety  in  this 
regard  made  it  very  difficult  for  her  to  function  even  in  making  the  telephone  call   for  the  inter- 
view.    The  employer  had  asked  that  the  applicant  telephone  for  the  appointment  so  that  he  might  be 
able  to  hear  her  voice.     This  was   important,  since  some  of  her  duties  would  be  the  use  of  the  tele- 
phone for  order  taking. 

Despite  Miss  L's  practical  experience  with  the  switchboard  over  a  period  of  three  months,  it 
was  apparent  that  her  success  on  the  board  was  due  to  her  superficial  contact  with  the  users  of  the 
board.     Then  too,  she  knew  many  of  the  users  of  the  board  at  the   Institute,  and  the  familiar  sound 
of  their  voices  was  reassuring  to  her. 
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The  idea  of  role-playing  was  suggested  to  her.     She  would  phone  me  from  the  next  room,  and  I 
would  act  the  role  of   the  emp 1 oyer--she  would  merely  play  herself  this   time.     This  type  of  beginning 
of  role-playing   is  usually  easier  for  one  to  accept  at  first.     The  following  conversation  showed 
that  Miss  L.'s  fears  about  her  ability  to  make  an  appointment  were  well  founded. 


Emp 1  oyer 
Miss  L 
Employer 
Miss  L 
Employer 
Miss  L. 
Emp 1 oye 
Miss  L. 
Employer 
Miss  L 


This   is  Mr.   Smith  speaking. 
How  do  you  do. 

This   is  Mr.   Smith  speaking.  Who 
(S  i 1 ence) 

May   I   help  you?     Hello?     Did  you 
Yes--I— did. 

Perhaps  you  wanted  to  speak  with  Mr.  Jones? 
No. 

What   is   it  you  want?     I  can't  hear  you. 
Could   I  see  you  sometime? 


is  please? 
to  speak  w i  th  me? 


The  rest  of  the  conversation  was  as  aimless  as  the  above.     Miss  L.  was  discouraged,  but  admitted  that 
after  the  conversation  started  the  employer  didn't  seem  to  say  those  things  she  expected  him  to  say. 
But  what  were  the  things  she  expected  him  to  say?    Miss  L.  wasn't  too  sure,  but  agreed  that  she  might 
like  to  try   it  all  over  again.     This  time  it  was  suggested  that  she  be  the  employer,  and  say  those 
things  which  she  had  expected  him  to  say  to  her.     Miss  L.   then  became  the  employer  and   I  was  to  be 
the  appl icant--or  Miss  L.     The  conversation  went  approximately  like  this: 


Emp 1  oyer 
Miss  L. 
Emp 1 oye 
Miss  L. 
Employer 
Miss  L. 
Emp 1 oye 
Miss  L. 
Emp 1  oyer 
Miss  L. 
Emp 1 oye 
Miss  L. 
Employe 
Miss  L. 
Emp 1 oye 
Miss  L. 


This   is  Mr.   Smith  speaking. 

This   is  Miss  L.     Mr.  U.   suggested  that   I   get   in  touch  with  you. 
Was  that  about  a  job? 

Yes.  I  would  like  to  make  an  appointment  at  your  convenience  to  see  you, 
Have  you  had  any  experience? 

No,    I   haven't,  but   I  did  not  think  that  experience  was  required. 
Well,   no--it   really   isn't.     What    is  your  typing  speed? 
Around  kS  or  50  words. 

And  have  you  had  any  experience  with  a  mimeograph  machine? 

Yes,    i   have  run  the  one  at  the   Institute  very  often. 

When  could  you  come  up  to  see  me? 

Any  day  that  would  be  convenient  for  you. 

Would  Thursday  at  2  p.m.   be  all  right? 

Yes,   thank  you,   that  would  be  very  fine. 

All   right,    I'll   see  you  at  that  time. 

At  2  p.m.   on  next  Thursday.     Thank  you  very  much. 


For  several   days,   role-playing  with  the  use  of  the  telephone  gave  Miss  L.  sufficient  courage 
eventually  to  make  her  phone  call    to  the  employer  with  a  feeling  of  satisfaction.     After  this  hurdle 
was  taken,   role-playing   in  the  actual  employer-applicant  setup  was  worked  on  for  some  time.     A  series 
of  role-playing  interviews  finally  gave  Miss  L.   the  experience  necessary  for  her  appointment,  and  in 
the  actual   situation  she  survived  the  ordeal   by  getting  the  job. 

We  have  found  again  and  again  at  the   Institute  for  the  Crippled  and  Disabled  that  although  the 
severely  handicapped   individual   has  accepted  vocational   training  or  retraining,  any  discussion  of  job 
placement   is  accepted   intellectually  only  until   selective  placement  becomes  a  reality--and  then  any 
discussion   is  anxiety  provoking.     Frances  Upham   (13)  carefully  treats  the  meaning  of   illness,  and 
the  disabled   individual's  reaction  to  his  physical    limitations.     She  states  that  the  whole  experience 
of   illness  and  care  may  stir  up  repressed  fears  of   inadequacy.     These  fears  are  multiplied  when  the 
severely  handicapped   individual    is  faced  with  his  return  to  the  normal   competitive  world  of  work, 
which  he  may  have  left  many  years  ago  at  the  onset  of  his   illness.     The  severely  handicapped  adult 
who  has  been  handicapped  since  birth,    is  entering  a  strange  world  which  presents  unknown  problems 
and  terrifying  adjustments. 

The  employer  may  not  be  as  permissive  and  accepting  as  his  associates   in  the  family,   the  hospi- 
tal, or  at  the  rehabilitation  center  have  been.     On  the  other  hand,   he  may  never  have  accepted  the 
limitations  of  his  disability,   and  may  not  be  prepared  for   the   level   of  attainment  with  which  he 
must  start.     Light  factory  assembly  work  for  the  former  well-paid  construction  worker  does  not  carry 
the  financial    return  of  his  previous  work.     Transportation  difficulties  beset  the  paraplegic  and  the 
cerebral   palsied,  many  of  whom  must  use  taxi   service  to  and  from  work.     These  are  only  a  few  of  the 
p  rob  1  ems . 


As  just  pointed  out,    it  has  been  found   that   in  placement  counseling  with  the  seriously  handi- 
capped,   it   is   the   initial    interview  with   the   future  employer  that   is  disturbing.     The  ability  to 
answer  questions  properly  as  well   as  ask  them  intelligently   is  far  more  a  problem  here.     Those  who 
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have  not  accepted  their  disabilities  sufficiently  well   to  function  maturely,  sit  awkwardly  to  hide 
defects,  or  keep  a  disfigured  hand  obviously  hidden  during  the   interview.     Cosmetic  prostheses  are 
only  superficial   aids   in  these  moments  of  stress.     These  fears  and  apprehensions  cannot  be  dissipated 
purely  by  a  discussion  of  them.     Role-playing  is  especially  helpful    in  allowing  for  a  transition  peri- 
od between  the  classroom  atmosphere  and  the  reality  of  the   interview  situation. 

Role-playing,   however,  should  not  be  utilized   indiscriminately.     It  may  be  apparent  during  the 
role-playing  that  the  severely  handicapped  person  may  not  be  able  to  sustain  emp 1 oyment--that  his 
anxieties  should  be  worked  with   intensively  on  an   individual   basis,  or  through  group  therapy  with 
qualified  professional   personnel.     The  vocational  counselor  should  be  sufficiently  alerted  to  the 
personality  problems  and  maturity  level  of  the  client  to  recognize  that  a  seriously  disturbed  indi- 
vidual will   not  be  able  to  adjust  to  job  placement  or  an   interview,  much  less  to  the  technique  of 
role-playing.     Again  the  total    rehabilitation  center  services  provide  an  atmosphere  where  the  coun- 
selor can  discuss  with  the  psychiatrist,  the  psychologist,  or  the  psychiatric  social  worker  the 
personality  of  the  severely  handicapped   individual.     Timing  is  of  the  utmost  importance. 

It   is  not  meant  to  imply  that  the  client  passes  from  the  Guidance  Test  Class  to  Trade  Training 
directly  to  selective  job  placement,  or  from  one  stage  of  rehabilitation  to  another  without  the 
assistance  and   interplay  of  other  professional   services.     This   interrelation  of  all   services  will 
serve  to  correct  any  poor  timing   in  the  long-range  planning  and  program  of  the  severely  handicapped. 
The  individual  must  at  all   times  consider  himself  an  active  participant   in  his  planning. 

Through  role-playing  the   individual  has  the  chance  to  learn  by  activity,  and  to  sustain  suffi- 
cient experience  for  a  carry-over   into  actuality.     Some  surprising  results  have  occurred  during  its 
use  as  a  technique   in  placement  counseling  with  the  severely  handicapped.     On  one  occasion,  during 
an  interview  of  role-playing,   the  girl   seeking  the  position  requested  of  the  prospective  employer  a 
two-week  vacation  period  prior  to  the  start  of  the  job,   since  she  had  just  finished  her  training 
course  and  wished  a  short  rest  period!     During  another  role-playing  episode,   the  interviewee  mention- 
ed that  he  had  never  enjoyed  his  course  work,  and  wondered  what  other  occupational   area  the  employer 
might  suggest  he  look  into. 

Summary 

An  attempt  has  been  made  to  highlight  two  techniques  or  plans  which  have  proved  to  be  of  value 
in  the  vocational  counseling  of  the  severely  handicapped:     job-task  assignments  and  role-playing. 

Mr.  Jay    Obrien  at  the  Institute  has  devised  a  series  of  job  tasks  which  are  directly  related 
to  the  various  trades  taught   in  the  training  classes  at  the   Institute.     The  severely  handicapped 
individual  has  the  opportunity  under  the  supervision  of  a  vocational   counselor  to  engage  in  the 
actual  activity  of  the  trade,  utilizing  both  the  tools  and  materials.     Work  habits,  work  tolerance 
for  a  full  day's  production,  perseverance,  d i s tract i b i 1  i ty  ,    interest  and  aptitude  are  among  some  of 
the  aspects  that  can  readily  be  observed  through  the  Guidance  Test  Class   in  which  the  job-task 
assignments  are  utilized  rather  than  the  standardized  test  batteries  of  aptitudes,  skills,  and 
interests.     The  job-task  assignment  offers  a  practical   application  of  the  client's  skills  and 
potential  capacity  for  achievement   in  the  training  class  which  may  follow  or  the  sheltered  shop, 
unless  a  return  to  the  prevocat i ona 1   stage  for  the  individual    is  indicated. 

It   is  believedthat  for  the  severely  handicapped,   role-playing  can  be  a  rich  experience  as  a 
technique  in  helping  the  severely  handicapped  prepare  for   initial   employer   interviews.     The  individ- 
ual can  learn  from  his  own  experience;  his  mistakes  are  evident  by  the  replies  to  his  statements; 
his  success  can  be  judged  subjectively  by  his  own  feelings  of  attainment  at  the  end  of  the  interview. 
The  proper  timing  for  role-playing  cannot  be  underestimated.     With  the  coordination  of  all  other  pro- 
fessional  services   in  working  with  the  severely  handicapped,   this  technique  can  be  effectively  uti- 
1  i  zed . 

The  return  of  the  severely  handicapped  person  to  economic  usefulness  has  been  the  goal  with 
which  this  paper  has  been  most  concerned.     There  are,  of  course,  other  goals  for  these  persons. 
However,    it   is  hoped  that  the  two  techniques  discussed  will   be  helpful   to  both  vocational  counselors 
in  their  relationships  with  their  clients,  and  to  other  professional   personnel    in  a  better  understand- 
ing of  their  vocational  problems. 
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THE  FUNCTION  AND  VALUE  OF  A  PREVOCAT I ONAL 
UNIT  IN  A  REHABILITATION  CENTER 


Henry  Redkey 


The  great  and  increasing  interest  in  prevocat i ona 1  programs  in  rehabilitation  centers  is  very 
heartening.     The  idea  of  prevocat i onal   activities   in  rehabilitation   is  not  new,  but  since  195^  it 
has  received  far  more  attention  than  ever  before.     This  has  resulted  from  two  deep  currents   in  the 
development  of  rehabilitation  generally,  which  merged  and  found  expression  in  the  Federal  legisla- 
tion of  1954. 

The  first  of  these  currents  was  the  recognition  that  rehabilitation,  particularly  of  the  severe- 
ly disabled,   requires  teamwork  among  many  medical  and  related  specialties   if   it   is  to  be  successful. 
With  this  recognition  is  a  corollary  of  equal   importance.     No  longer  do  we  dare  equate  one  discipline 
with  the  totality  of  services  demanded  in  rehabilitation.     Indispensable  as   it   is,  medicine  alone 
cannot  rehabilitate.     Nor  can  occupational  therapy,  vocational  counseling,  vocational  training, 
psychology,  or  social  service. 

The  interdependence  of  disciplines   lies  at  the  heart  of  the  concept  of  a  comprehensive  rehabili- 
tation center.     In  a  center,  areas  reserved  to  particular  disciplines  tend  to  be  reduced.     More  dis- 
ciplines are  added,  and   increasingly  they  all  work  together.     As  a  result,  each  of  the  disciplines 
is  practiced  somewhat  differently  in  a  comprehensive  center  than   is  the  case  in  other  situations. 
This   is  particularly  true  of  occupational   therapy,  which   in  a  hospital  or  noncomprehens i ve  center  may 
perforce  have  to  furnish  whatever  vocational  or  prevocat i ona I  emphasis   is  given.     But,    in  a  compre- 
hensive center,  services   in  the  vocational  area  are  furnished  in  a  division  of  vocational  services 
which  is  staffed  with  a  variety  of  specialists. 

The  second  deep  current  lies   in  public  acceptance  of  rehabilitation  and   in  the  demand  that  serv- 
ice be  made  available  to  larger  numbers  of  disabled  persons,  many  of  whom  are  severely  disabled.  The 
President's  goal  of   increasing  the  number  of  persons  rehabilitated  from  60,000  to  200,000  per  year  is 
a  clear  expression  of  that  demand.     In  an  age  of  specialization  and  scientific  accomplishment,  the 
public  will  not  be  patient  with  a  rehabilitation  program  that  does  not  attempt  solution  of  the  prob- 
lems of  the  most  severely  disabled. 

These  two  currents  merged  to  bring  forth  Federal    legislation  in  1954  which  called  not  only  for 
a  greatly  expanded  State-Federal   vocational   rehabilitation  program,  but  also  for  the  creation  of 
comprehensive  rehabilitation  facilities  where  teamwork  would  solve  the  problems  of  those  whose  dis- 
abilities are  most  severe.     Significantly,  these  laws  also  provided  for  research,  demonstration,  and 
training.     How  this  legislation  is   implemented  will   greatly  affect  our  thinking  about  program  in 
general  and  about  rehabilitation  centers  in  particular,  and  will  necessarily  influence  the  role  of 
each  discipline  involved  (1). 

In  these  circumstances,    it   is  encouraging  that  occupational   therapy  should  actively  re-examine 
its  function,   its  training  programs,  and   its  relation  to  other  specialties   in  rehabilitation. 

Of  interest,    I  am  sure,   is  the  fact  that  as  of  July  1,  construction  will   begin  on  42  comprehen- 
sive rehabilitation  centers,   involving  the  expenditure  of  from  18  to  20  million  dollars   in  private, 
State  and  Federal   funds.     With  a  few  exceptions,  all  of  these  will   have  prevocat i ona 1  units. 

Never  before  has  there  been  such  a  strong  effort  in  rehabilitation  centers  to  deal  effectively 
with  the  vocational  problems  bound  up  in  severe  disability. 

Why,  one  may  ask,   is  there  so  much  emphasis  on  prevocat i onal   programs?     The  answers  are  simple. 
A  center  must  deal  with  the  rehabilitation  problems  of  patients  whose  disabilities  are  so  involved 
and  severe  that  in  the  past  they  have  been  passed  over  as  impossible  of  rehabilitation.     To  meet  the 
problems  we  have  turned  to  the  idea  of  comprehensive  services,  highly  specialized  and  carefully  inte- 
grated,  in  a  rehabilitation  center.     In  such  an  integrated  program,    it   is  critically  important  to 
recognize  and  deal  with  all  phases  of  the  problems  presented,  be  they  vocational,  medical,  psycho- 
logical, or  social.     For  each  client  we  must  develop  a  plan  which  has  a  reasonable  chance  of  success 
with  that   individual.     They  will   not,  by  any  means,  be  easy.     But,    if  our  energies  are  constantly 
directed  at  that  result,   if  we  can  rethink  our  relationships  and  our  methods,   it  should  be  possible 
for  a  society  which  has  harnessed  the  atom,  to  make  real   living  possible  for  those  whom  disability 
has  hit  the  hardest. 


Reprinted  from  the  American  Journal  of  Occupational  Therapy,  1957,  M,  20-24,  by  permission  of 
the  author  and  publisher. 
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This  effort  calls  for  a  program  that   is  balanced.     Vocational   services  must  be  as  good  as  the 
medical,  and  the  psychological   and  social   as  good  as  either.     As  Wi lma  West  has  well   said  of  reha- 
bilitation, "It  was  one-sided  at  first.      It  had  to  mature  and  develop  a  balanced  view  and  approach" 
(2).     That  maturation   is  precisely  what   is  happening   in  comprehensive  rehabilitation  centers  today. 
Addition  of  we  1 1 -organ i zed  and  directed  prevocat ional   activities   in  the  center   is  a  very  important 
part  of  that  development.     One  of  the  reasons  the     concept  of  comprehensive  rehabilitation  centers 
has  grown   is   that  too  many  existing  centers  concentrated  almost  exclusively  on  medical   aspects  of 
rehabilitation,  and  a  few  others  sought  to  solve  all   problems  with  a  vocational   approach.     A  typical 
patient's  problems  fall    in  all    four  areas  and  any  balanced  approach  must  deal  with  his  problems  as 
we  find  them,   not  as  we  might  wish  to  have  them  presented. 

We  believe  that  as  vocational    rehabilitation  accepts  more  and  more  cases  with  severe  disability, 
we  shall   find  that  vocational   adjustment  will   be  more  difficult  to  attain.     Traditionally,  vocational 
rehabilitation  has  functioned   through  counselors  who  arranged  or  procured  services  of  different  kinds 
which  the  client  needed.     The  counselor  achieves   integration  through  his  counseling  and  planning  func- 
tion.    While  this  has  worked  well    for  a   large  proportion  of  those  who  are  moderately  disabled,    it  is 
not  adequate  for   those  whose  rehabilitation  problems  are   involved  and  difficult,   and  for  whom  an 
evaluation  requires  an  extensive  work-up  by  a  variety  of  specialists. 

We,    in  vocational    rehabilitation,  shall   need  to  send  more  and  more  difficult  cases  to  rehabilita- 
tion centers,  but  we  shall   also  need  to  apply  the  test  of  ultimate  emp 1 oyab i 1  i ty  which  is  basic  to 
our  program.     It  becomes   imperative,   therefore,   that  centers  furnish  the  most  definite  prevocat i ona 1 
work-up   that    is  possible.     This    is  an   important   reason  why  prevocat i ona  1    activities  have  received  so 
much  emphasis. 

Vocational   evaluation   is  even  more   important   in  rehabilitating  the  mental   cases,  and  this   is  a 
rehabilitation  problem  that    is  bigger   in  numbers   than  any  we  have  yet  dealt  with.     Dr.   Howard  Rusk 
quotes  an  estimate  of  nine  million  persons    in   the  United  States  who  suffer  from  some  form  of  mental 
illness,  one  person   in  every  seventeen.     He  reports  that  "studies   in  Great  Britain  and   in  this  coun- 
try have  shown  that  from  ten  to  fifteen  percent  of  the  patients  with  emotional    illness  who  are  being 
discharged  from  mental   hospitals  need  work  adjustment  experiences,   p revocat i ona 1    training,   and  the 
other  services  we  call    rehabilitation"  (3).     Vocational    rehabilitation  must  meet  that  need  on  an 
ever- i ncreas i ng  scale  and  the  prevocat i ona 1   program  in  centers  should  be  an   important  means  of  doing 
i  t . 

The  need  for  p revocat i ona 1   programs,   therefore,   springs  from  the  concept  of   integrated,  compre- 
hensive services;   from  the  neglect  of  vocational   problems  by   rehabilitation  centers    in  the  past,  and 
from  predictable  needs   for  prevocat i ona 1   evaluation  on  the  part  of   the  severely  handicapped  whom 
vocational    rehabilitation  must  serve   in    increasing  numbers   to  achieve  the  goal    set  by  the  President 
and  the  Congress. 

In  any  program  that  expands  as   rapidly  as   the  p revoca t i ona 1   one   is  now  doing,    it   is  natural  that 
there  should  be  some  confusion  about   its  proper  place   in  the  administration  and  functional  organiza- 
tion of  rehabilitation  centers.     In  such  cases,   the  simplest  approach   is  often  the  best;  the  easiest 
way  to  visualize  the  administrative  organization  of  a  comprehensive  center   is   to  think  of  four  serv- 
ices or  divisions   in   it.     Ranging  from  left   to  right,   these  major  divisions  would  be  medical,  psycho- 
logical, social,  and  vocational. 

in  the  medical   area  would  be  found  a  number  of  services  such  as  physical    therapy,  occupational 
therapy,  speech  therapy,  medical   consultation,  medical   supervision  and  medical   evaluation.  Under 
the  psychological   division  would  be  found  evaluation,  and  some  centers  would   include  personal  coun- 
seling here  also.     Under  the  social   division  would  be  found  social   evaluation,   social   casework,  and 
possibly  recreation  and  social   group  work.     Under  the  vocational   division,  as   in  the  medical  division, 
would  be  a  long  list  of  services.     These  would   include  vocational   evaluation,  vocational  counseling, 
prevocat ional   activities,  and  possibly  sheltered  employment  and  placement. 

Thus,  organizationally,   the  prevocat i ona 1   unit   is  properly  a  subdivision  of  the  vocational 
division.     The  chief  of   the  vocational   division   is   responsible  for  the  proper  functioning  of  all 
vocational   services,    including  the  prevocat ional   unit,  just  as  the  medical   director  is  directly 
responsible  for  all   functions   in  the  medical   division.      It   is   important  to  note  here  that  we  are 
speaking  of  the  administrative  organization  of  a  comprehensive  center.     There  are  also  important 
functional    relationships,  particularly  those   involving  the  physician  which  will   be  discussed  later. 
Also,  we  have  not  discussed  here  who  should  exercise  over-all   direction  of  the  center.     But,  who- 
ever he   is,   the  chief  of  each  of  the  four  divisions,  medical,  psychological,   social,  and  vocational, 
would  report  directly  to  him. 

This,  I  believe,  clearly  sets  forth  the  administrative  structure  of  a  comprehensive  center,  and 
shows  where  the  prevocat i ona I   unit  fits  and  how  it  relates  to  other  services   in  the  center.      In  some 
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of  the  plans  we  have  seen  for  new  centers,   the  prevocat i onal   unit  has  sometimes  been  confused  with 
vocational  counseling  or  with  the  whole  vocational   service;  or   it  has  been  setup  under  the  medical 
or  psychological   service.     It  should  be  one,  but  only  one  of  several    important  activities   in  the 
general  vocational  division. 

Nature  of  the  Prevocat i onal  Unit 


To  achieve  its  purpose,   the  prevocat ional   unit  should  bring  the  world  of  work  to  the  center. 
It  should  develop  an  area  where  actual  working  conditions  can  be  realistically  simulated.  Whereas, 
medical  services  in  a  center  are  necessarily  a  continuation  and  a  tapering  off  of  services  begun  in 
the  hospital,  vocational  services,  particularly  the  prevocat ional  unit,  represent  a  first  beginning 
of  what  is  to  come  later  in  a  vocational   training  school  or  in  actual  employment. 

The  atmosphere  is  different.     It  should  emphasize  to  the  patient  that  his  being  there,  even  for 
a  portion  of  the  day,  marks  for  him  a  long  forward  step  toward  his  goal  of  employment.     The  atmosphere 
should  reflect  this--being  more  like  a  factory  than  a  clinic.     There  should  be  no  white  coats  or  uni- 
forms, and  there  should  be  noise  and  dust  and  dirt,    in  moderation.     For  patients  who  have  never  worked, 
this  may  be  their  very  first  experience  with  anything  remotely  resembling  the  world  of  work;   this  is 
an  opportunity  to  be  exploited.     For  patients  who  have  worked  before,   the  change  from  a  therapeutic 
setting,  however  helpful    it  may  have  been,   the  noise  and  work  will   be  most  welcome;    it   is  a  sure  sign 
that  progress   is  being  made.     Just  as  a  patient   loathes  being  waited  upon   in  bed  after  he   is  able  to 
do  something  for  himself,  so  the  person   in  a  rehabilitation  center  relishes   leaving  the  helpful  doc- 
tor, nurse,  and  therapist  for  a  return  to  work.     For  work  is  often  the  test  of  all    that  has  gone 
before:     work  means  self-respect,   freedom,  and  the  prospect  of  living  again  as  he  pleases. 

Prevocat ional   activities   involve  a  sampling  of  actual  jobs  upon  which  the  patient   is  tested  for 
both  qualitative  and  quantitative  performance.     His  achievements  are  matched  against  the  criteria 
the  employer  actually  uses.     Most  of  the  cases   in  the  prevocat i ona 1   unit  will   be  difficult.  More 
job  possibilities  for  the  patient  will   be  eliminated  from  consideration  than  will   be  found  suitable. 
But,  there  is  at   least  a  narrow  range  of  jobs  that  can  be  learned  or   in  which  the  patient  can  be 
immediately  placed.     In  these  jobs   lie  the  largest  hope  the  patient  has.     The  testing,  therefore, 
in  suitable  job  possibilities  must  be  carefully  and  painstakingly  done  by  good  personnel  with  good 
equipment   in  ample  space.     In  their  way,    I   should  like  to  see  prevocat ional   units  as  well  equipped 
and  as  efficiently  managed  as  operating  rooms.     For,  believe  me,   the  results  are  almost  as  important. 

I  should  like  to  emphasize  the  importance  of  the  advisory  committee  which  we  have  recommended 
for  every  prevocat i onal   unit.     In  undertaking  to  bring  a  realistic  sampling  of   industry  into  a 
rehabilitation  center,  we  are  going  beyond  the  usual   field  of  knowledge  of  the  doctors,  therapists, 
and  even  of  the  rehabilitation  counselors  and   industrial   arts  people  found  on  a  rehabilitation  center 
team.     We  shall  be  offering  services  with  which  our  patients  may   in  some   instances  be  more  familiar 
than  we.     They  may  be  the  first  to  spot  our  shortcomings.      If  this  effort   is  to  meet  with  success, 
it  must  be  intensely  practical   and   I   know  of  no  better  way  to  make   it  so  than  to  take  into  partner- 
ship people  from  industry,  placement,  and  apprenticeship  training.     We  should  let  them  advise  and 
guide  us.     Without  this   I   fear  we  who  are  specialists   in  other  fields  may  end  up  with  something 
called  by  a  good  name  but  lacking   in  real   value   in  the  rehabilitation  of  those  who  look  to  us  for 
help  with  the  most  critical   problem  they  have  ever  encountered--the i r  rehabilitation. 

As  we  progress  with  the  development  of  prevocat i onal   units,  we  shall   need  to  develop  criteria 
that  are  as  objective  as  possible.     Mere  aimless  try-outs  will   have  little  value  to  the  client  or 
his  vocational  counselor.     One  center,   the   Institute  for  the  Crippled  and  Disabled,  has  evolved  a 
rating  scale  on  a  series  of  job  samples  which  ranges  from  zero  to  ten  on  manual   dexterity,  zero  to 
ten  on  vocational  equipment  and  basic  tool  manipulation,  and  contains  eleven  qualitative  criteria 
based  on  production  rates  actually  demanded   in  industry. 


Relationship  of  Prevocat ional  Supervisor 
with  Other  Staff  Members 


Relationships  of  the  prevocat i ona 1   supervisor  with  other  staff   in  the  center   is  clearly  set 
forth   in  the  bulletin,  "The  Prevocat i ona 1   Unit   in  a  Rehabilitation  Center"  (h) .     In  general,  the 
prevocat i onal   supervisor  brings  to  the  group  much  practical   experience  from  industry  but,    like  all 
other  staff,  he  contributes  to  the  whole.     He  does  not  make  the  total  vocational   evaluation,  only 
part  of   it.     Neither  does  the  vocational   staff  speak  for  the  whole  center.     The  p revoca t i ona 1  super- 
visor  is  and  should  be  a  member  of  the  team  contributing  his  special   knowledge,  but  constantly 
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learning  from  other  staff.     It   is  therefore  not  necessary  that  he  be  a  doctor,   for  the  team  has  a 
physician.     Neither  need  he  be  an  occupational   therapist,   for  there  will   always  be  an  occupational 
therapy  unit   in  a  comprehensive  rehabilitation  center  with  which  he  can  work.     He  will   need  to 
appreciate  medical,  psychological,  and  social   factors  as  they  may  bear  upon  the  people  he  serves, 
but  he  need  not  be  expert   in  them.     That   is  why  we  must  have  a  team  in  the  first  place. 

In  referring  to  administrative  organization  earlier,    I   said  that  there  were  important  functional 
relationships  that  cannot  be  detected  on  the  organizational  chart.     There  are  many  of  these,  but  the 
relationship  of  the  physician  to  the  p revocat i ona 1   unit   is  perhaps  the  best  example.     In  the  medical 
service,   the  physician  prescribes  and   initiates  services  which  therapists  carry  out  under  his  super- 
vision.    In  the  vocational   service,  however,   the  vocational   director  initiates  service  and  supervises 
it,  but  he  does  not  prescribe.     However,    in  any  given  case   in  the  vocational   service,  medical  factors 
remain   important,  often  of  critical    importance.     Vocational   or  any  other  personnel    ignore  them  at 
their  own  and  the  patient's  peril. 

While  the  doctor  does  not  prescribe  or  supervise  vocational   services,  he  does  furnish  much  of 
the  basic  data  which  responsible  vocational   personnel  will   follow.      In  addition,  as  a  member  of  the 
team  making  the  over-all   plans  for   the   individual,   the  physician  can,  does,  and  should  set  forth 
limits  within  which  any  of  the  activities  may  be  undertaken  with  safety  for  the  patient.     He  is 
regularly   informed  of  what  happens  to  the  patient   in  the  vocational   service,  and  should  immediately 
intervene   if  such   intervention   is  necessary  to  protect  the  patient's  health.     He  should  visit  the 
prevocat i ona 1  unit  and  he  should  be  the  trusted  advisor  of  the  prevocat i ona 1   supervisor.     This,  I 
think,    is  medical   supervision   in  the  practical   sense.     It   is  different  from  administrative  super- 
vision,     i  arn  confident  no  doctor  and  no  p revocat i ona 1   supervisor  would  want  it  otherwise. 

Under  P.L.  k8Z ,   the  Medical   Facilities  Survey  and  Construction  Act  of   195^+,    it   is  expected  that 
approval  will   be  given  for  the  construction  of  hi  centers  during  this  fiscal   year.     Some  of  these 
are  completely  new  projects,  others  provide  for  expansion  of  space,  equipment,  and  personnel  in 
existing  centers.     We  must  think  now  about  how  to  staff   them   in  the  next   12  to   18  months.  Three 
types  of  personnel  would  appear  to  have  suitable  basic  training  for  this  work:     industrial  arts 
teachers,  occupational    therapists,   and  rehabilitation  counselors.     While  the  basic  training  of  each 
is  relevant,  each  would  require  supplemental    training  and  orientation  to  this  particular  activity. 
Each  would  have  difficulty  leaving  behind  him  much  of  his  experience   in  order  to  work  in  this  new 
s  i  tuat  i  on . 

The  industrial   arts  person  must   leave  behind  him  his  bent  for  vocational   training.     He  must 
learn  about  handicapped  people.     Whereas  the  teacher  works   largely  on  his  own,   the  prevocat i onal 
supervisor  works  closely  with  a  highly  specialized  team.     He  must  certainly  be  the  type  of  individual 
who  is   interested   in  experimental   testing  and  be  more  adaptable  than  most.     His  knowledge  of  trades 
and   industry  and  his  ability  to  work  with  an  advisory  committee  from  industry  will   be  strong  points, 
but   like  every  other  center  staff  member,  he  must  have  that   indispensable  "feel   for  people"  and  a 
healthy  respect  for  the  specialized  knowledge  of  others  based  upon  real   security  stemming  from  con- 
fidence  in  his  own  knowledge  and  his  ability  to  contribute. 

The  occupational   therapist  who  heads  a  prevocat i ona 1   unit  will    likewise  need  special  orienta- 
tion.    He  will   now  be   leaving  the  medical   service  behind  him;  he  will   no  longer  have  a  prescription 
for  all   he  does.     The  white  uniform  will   be  missing.     He  will    find  himself    interpreting   industry  to 
his  medical,  psychological,  and  social   colleagues,  and  he  may  often  find   it  necessary  to  disagree 
with  them.     His  work  with  the  advisory  committee  from   industry  will   be  something  new  and   if  he  has 
not  actually  worked   in   industry  at  some  time   in  the  past,   he  may  not  be  quickly  accepted  as  compe- 
tent   in  this  area.     He  has   the  advantage  of  extensive  knowledge  of  the  medical   portions  of  rehabili- 
tation. 

The  vocational    rehabilitation  counselor,   accustomed  to  verba!   counseling,  may  find  the  pressing 
need  for  more  and  more  objective  data  and  precise  measurements  somewhat  frustrating.     From  outdoor 
work  to  the  confines  of  a  laboratory   is  a  long  step.     Close  working  relationships  day  by  day  with  a 
team  containing  many  highly  trained  specialists   is  quite  different  from  just  using  the  findings  which 
are  the  end  result  of  such  teamwork.     His  formal   training  may  be  substantially  less  than  that  of 
other  team  members,  and  the  harsh  realities  of  jurisdictional   rivalries  and  rigidities  may  give  him 
a  jolt.     He  may  have  the  highly  desirable  actual   experience   in   industry  and  he  should  find  work  with 
an  advisory  committee  more  familiar  than  some  other  portions  of  the  job.     He  has  the  advantage  of 
being  quite  familiar  with  the  steps   in  rehabilitation  which  must  follow  treatment   in  a  rehabilita- 
tion center. 

For  the  country  as  a  whole,   there   is  the  difficult  problem  of  shortages  of  personnel    in  all 
categories.     In  the  Office  of  Defense  Mobilization  report   (5),  we  find  that  there  are  3,900  practic- 
ing occupational    therapists  and  that  there   is  a  need  for  10,500,  a  shortage  of  6,600. 
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The  Office  of  Vocational  Rehabilitation  reports  that  about  1,200  people  are  engaged   in  vocation- 
al  rehabilitation  counseling  and  that  there  is  a  projected  need  of  *+,000  in  the  vocational  rehabili- 
tation program  alone. 

The  United  States  Office  of  Education  has   informed  us  that  in  industrial  arts,  we  are  at  least 
dealing  with  larger  numbers  and  consequently  might  find  more  individuals  interested  in  becoming  pre- 
vocational  supervisors.     There  are  30,000  teachers  trained  in  industrial  arts.     Two  hundred  colleges 
offer  training  programs   in  this  field.     About  2,500  persons  are  graduated  from  these  schools  each 
year.     About  half  of  them  go  into  teaching;  most  of  the  remainder  go   into  industry. 

It  would  appear  that  the  best  opportunity  for  recruiting  the  needed  prevocat i onal  personnel 
lies  in  the  field  of   industrial  arts. 


Cone  1  us  i  on 


In  the  increased  emphasis  on  the  vocational  components   in  center  programs,  we  are  seeing,  I 
believe,  a  basic  development   in  rehabilitation  centers.     The  expansion  of  vocational   services  is 
far-reaching  in  terms  of  volume,  of  relationship  to  other  disciplines  represented  in  a  center,  and 
most  important  of  all,   in  enabling  centers  more  effectively  to  meet  the  needs  of  the  severely  dis- 
abled.    This   is  all   the  more  significant   in  the  light  of  the  fact  that  all   rehabilitation  agencies, 
public  and  private,  must  shortly  come  to  grips  with  the  rehabilitation  problems  of  the  emotionally 
handicapped.     As  we  become  immersed   in  these  tougher  problems,    I   believe  we  shall   find  that  the 
addition  of  wel 1 -organ i zed  and  direct  prevocat i onal   units  are  essential   to  comprehensive  rehabili- 
tation center  programs.     We  shall   then  wonder  why  we  waited  so  long  to  develop  them.     This  develop- 
ment brings  new  challenges  to  occupational   therapy,  new  relationships,  and  new  opportunities,  and 
the  spirit   in  which  you  are  re-examining  your  functions  bodes  well   for  the  contribution  you  may 
make  to  it. 
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THE  WORK  TRIAL  METHOD  OF  VOCATIONAL  EVALUATION 


John  D .   Ba  i 1 ey 

Several  years  ago  there  became  evident  among  rehabilitation  workers  a  growing  interest   in  a  new, 
practical  method  of  vocational  evaluation  which  would  augment,  speed  up,  or  replace  the  traditional 
psychometric  and  counseling   interview  method.     The  need  was  seen  for  a  work  trial   situation   in  which 
observations  could  be  made  on  actual  work  performance-- i n  which  attitudes,  habits,  and  personality 
traits  could  be  evaluated   in  a  practical  manner. 

What  seems  to  have  been  the  first  such  program  was  conducted  at  the   Institute  for  the  Crippled 
and  Disabled   in  New  York  City,  where  there  was  set  up   in  1935  a  "Guidance  Test  Class."     In  this  pro- 
gram the  patients  had  the  opportunity  to  try  out  various  occupations  that  were  being  taught   in  the 
Institute's  regular  training  classes,  and  those  responsible  for  their  guidance  were  able  to  observe 
their  performance,   to  note   indications  of  motivation  and   interest,  and   in  many  cases  to  create 
motivation  where  none  had  existed.     This  unit  served  well   as  an  educational    instrument  for  rehabili- 
tation workers . 


Emerging  Patterns 

Recognizing  the  widespread  interest  manifest   in  the  field,   the  Office  of  Vocational  Rehabilita- 
tion took  steps  to  meet  the  new  need.     Legislation  passed   in  195^  made  funds  available  to  assist  in 
the  expansion  and  development  of  rehabilitation  centers,  especially  along  the  lines  of  work  evalua- 
tion facilities;  and  soon  thereafter  OVR  undertook  to  prepare  a  booklet  outlining  the  philosophy  and 
describing  the  equipment  and  operation  of  a  typical  work  evaluation  program  (1). 

It   is  not  only  as  part  of  a  complete  rehabilitation  center  that  such  a  program  can  function.  A 
number  of  organizations  concerned  with  sheltered  workshop  activity  are  developing  work  evaluation 
units.     The  Jewish  Vocational   Service  has  several   such  programs,    in  addition  to  work  adjustment  pro- 
grams.    An  early  outstanding  example  of  a  work  evaluation  program  outside  a  formal   center   is  the  one 
started   in  1951  at  the  Williamsport  Technical    Institute   in  Wi 1 1  i amsport ,  Pennsylvania. 

This  exceptionally  large  and  diversified  trade  school    is  a  division  of  the  Williamsport  school 
district.     The  school   had  long  been  used  by  the  Pennsylvania  Bureau  of  Rehabilitation  for  the  train- 
ing of  its  clients.     Experience  with  these  handicapped  students  pointed  up  the  need  for  realistic, 
practical   guidance.     The  problem  was  solved  by  cooperative  planning  undertaken  at  the   instance  of 
the  United  Mine  Workers  Welfare  and  Retirement  Fund,  whose  concern  for  disabled  miners   in  this 
depressed  coal  mining  area  had  brought   into  action  a  staff  of  rehabilitation  specialists.  Together 
the   Institute,   the  Bureau,   and   the  Fund  developed  at   the  school    a  Diagnostic  Training  Program  which 
has  been  rendering  a  notable  service  ever  since. 

In  this  program  from  ten  to  twenty  clients  were  entered  each  four  weeks.     A  counselor  or  "diag- 
nostic Leader"  was  employed  full    time.     The  diagnostic  class  was   taken  on  a   lecture  tour  of  the 
school    shops.     Also   included   in  the  program  were   industrial    tours,   a  physical   examination,   a  standard 
test  battery,  and  guidance  counseling.     Most  of  the  time  was  spent  by  students   in  try-outs   in  one  or 
more  of  the  training  shops.     As  the  program  grew,  a  special   counselor  was  assigned  to  the  school  by 
the  Pennsylvania  Bureau  of  Rehabilitation.     He  supervised  all   state  clients,    including  those   in  regu- 
lar training,  and  sat  as  chairman   in  the  final   panel   discussion  of  the  diagnostic  program.     The  pro- 
gram succeeded  on   its  merits  and  today   is   in  great  demand. 

Work  evaluation  programs  can  have  specific  or  general   purposes.     The  purpose  of  the  program  will 
determine  equipment,  space,  and  staff  needs.     Specialization  may  be   in  the  fields  of  severely  dis- 
abled, mentally  retarded,   pos t -psychot i c ,   cerebral   palsy,   or  other  areas  of  special   need.  For 
example,  at  the  New  York  Institute  for  the  Crippled  and  Disabled  a  special   classification  and  research 
project   is  being  conducted  with  the  cerebral   palsied.      In  Kansas  City,  Missouri,  a  special  work  evalua- 
tion and  research  project   is  being  carried  out  at  Goodwill    Industries   in  cooperation  with  Community 
Studies,    Inc.  of  Kansas  City.     This  project   is  concerned  with  "unemployable"  people,  mostly  mentally 
retarded.     The  best  program  for  a  comprehensive  center  seems  to  be  the  general   one.     However,    if  only 
a  start  can  be  made,   the  best  place  to  begin  would  seem  to  be  a  program  for  the  evaluation  of  the 
severely  disabled. 


Repr i  nted  from  the  Journal  of  Rehabi 1 itation,  1958  ,  2k  (1 ) ,  12-14,  by  perm i  ss  ion  of  the  author 
and  pub  1 i  sher . 
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Almost  all  of  the  units  now  in  existence  were  created  for  this  purpose.     Such  a  program,  however, 
is  clearly  indicated  in  many  "nonsevere"  and  apparently  easy  cases.     Counselors  know  all   too  well  how 
cases  apparently  easy  develop   into  difficult  ones.     The  decision  on  the  selection  for  referral  usual- 
ly rests  with  the  referring  agencies,    in  most  cases  the  state  rehabilitation  agency.     Some  of  the 
institutions  offer  help  by  way  of  entrance  committees.     It  takes  the  experience  of  using  such  a  serv- 
ice to  learn  the  many  facets   involved   in  determining  what  type  of  clients  are  best  candidates  for 
referral.     This  takes  time  and  often  results  in  a  new  program  having  a  slow  start.     But  with  experi- 
ence the  problem  works  out  and  the  apparent  difficulty  of  "duplication  of  services"  is  set  aside. 
Examples  of  clients  to  be  benefited   (in  addition  to  the  severely  disabled)  are  the  person  with  a 
motivational  problem,   the  uninitiated  youth,   the   industrial   accident  case  who  must  suddenly  change 
occupations,   the  individual  with  unrealistic  goals. 


Procedures  and  Requirements 


In  a  comprehensive  rehabilitation  center  the  program  is  geared  to  the  team  approach.     In  a 
typical  operation,  as  at  the  Rehabilitation   Institute  in  Kansas  City,   the  clients  are  referred  by 
physicians  or  agencies.     All  case  history  material    is  summarized  and  sent  to  the   Institute  with  the 
client,  or  in  advance.     The  first  contact   is  with  the  social  worker,  who  enters  and  orients  the 
client  meanwhile  obtaining  her  first   information  on  his   (or  her)  social   background.     The  newcomer 
then  enters  the  work  evaluation  program.     Interviews  are  begun,  and  perhaps  a  first  "wild  choice" 
job  trial.     In  the  meantime  the  patient   is  scheduled  for  a  physical  medicine  examination  and  a  psy- 
chological evaluation.     After  preliminary  consultation  with  the  medical   director,   the  psychologist, 
and  the  social  worker,  and  after  further  exploration  and  testing  by  the  vocational   counselor,  the 
job  trials  are  scheduled   in  light  of  the  unfolding  information.     The  records  kept  for  use  in  the 
report  to  the  referring  agency   include  a  running  account  of  the  hours  spent  on  jobs,  a  performance 
rating  on  each  task,  and  descriptions  and  comments  on  work  performance,  attitude,  etc.     The  full 
report  includes:     a  general   information  sheet;  an  aptitude  profile  chart;   interview  notes;  personal 
rating  scale;  record  of  job  trials  with  ratings  and  comments;  physical  medicine  evaluation  report; 
psychological   report;  social  work  report;  speech  evaluation  report  where  indicated;  and  a  summary 
and  recommendation  section.     The  last  mentioned  is  prepared  with  the  aid  of  a  staff  discussion. 
The  length  of  the  program  is  three  weeks. 

In  developing  such  a  program,   the  first  and  probably  most  expensive   item  is  space.     One  thousand 
square  feet  has  been  mentioned  as  essential   for  a  prevocat ional   unit   in  which  one  to  twelve  persons 
will  be  working  at  any  one  time.     The  equipment  for  a  general  unit  would   include  work  tables,  desks, 
etc.     Tools  and  machines  should  be  selected  to  cover  various  occupational   fields:     clerical,  indus- 
trial, watchmaking,  etc.     The  best  single  source  of   information  on  equipment  and  layout   is  the  OVR 
booklet  mentioned  above. 

The  counselor   in  charge  should  have  a  background   in  psychology  and  counseling,   and  possess 
general  mechanical  and  vocational   skills.     Prior  experience  in  rehabilitation   is  much  to  be  desired 
if  the  counselor  is  to  do  his  best   in  this  new  type  of  job.      In  many  cases  further  education  and 
development  will  be  required.     The  knowledges,  skills,  and  attitudes  desired  are  most   likely  to  be 
found  among  psychologists,    industrial   arts  teachers  who  have  had  work  in  guidance,  occupational 
therapists,  manual   arts  therapists,  and  rehabilitation  counselors. 


Gains  along  Many  Lines 

The  benefits  accruing  from  work  trial   programs  are  many,  not  all   of  them  planned.     The  work 
evaluation  situation  provides  prevocat i ona 1  experience  for  the  client,  and  practice   in  prevocat i onal 
evaluation  of  work  performance  for  the  staff.     In  the  rehabilitation  center  and   in  some  other  situa- 
tions there  is  full  opportunity  for  use  of  the  team  approach.     For  the  client  the  program  provides  a 
realistic  kind  of  vocational   guidance.     Through  the  facilities  of  the  program  the  client  not  only 
gains  vocational    information;  he  learns  what   it  means  to  be  really  on  the  job--to  see   it,  feel  it, 
smell    it,  become  fatigued  by  it.     His   interests  are  developed  or  validated  by  a  new,   truer  concep- 
tion of  what  a  job  is;  he   is  no  longer  limited  by  his  earlier,  perhaps   ill-founded  ideas  of  what  it 
would  be  like  to  be  at  work. 

Not  only  is  the  client  being  tested;  he  is  himself  testing  various  jobs.  Each  job  is  a  work 
sample  test  of  interest,  aptitude,  and  physical  ability.  Through  the  work  evaluation  unit  oppor- 
tunities will  be  provided  for  experimentation  in  the  business  of  adapting  tools  to  fit  the  disability. 

Through  experience  in  such  an  operation  one  sees  clearly  how  the  work  trial  observations  round 
out  the  psychologists'  evaluation  and  vice  versa.     At  the  preliminary  and  final   staff  consultations 
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the  various  bits  of   information  intertwine  and  take  on  a  more  concrete  meaning.     The  basis  of  medical 
recommendations  concerning  limitations  becomes  evident,  and  the  physician  gains   information  on  fati- 
gability and  other  characteristics   from  observations  of  actual  work  behavior.     There   is  a  strong 
tendency  for  motivation  to  increase.     It   is  very  highly  gratifying  when  a  client  comes   to  accept  the 
fact  that  a  hard  and  fast  goal   once  sought  was  too  high;  or,  conversely,  a  client  may  gain  confidence 
for  an  occupation  where  confidence  was  the  only  thing  he  lacked. 

Such  programs  offer  a  practical,  expanded  method  of  vocational   evaluation.     "Success"  is  not 
always  the  result.     However,    it   is  properly  considered  a  benefit  when,   for  example,   training   is  not 
recommended,   since  unsuccessful    training  would  only  lead  to  further  problems  for  the  client.  What 
is  hoped  for   is  that  the   individual's  program  will   be  so  conducted  for  his  benefit  that  no  stone 
will    remain  unturned.     As  experience   is  gained,  such  programs  will   advance  toward  that  goal. 

There   is  much  room  for  further  development,   for  study  and  research.     The  first  attempts  at 
research  are  already   in  evidence  as  centers   inquire  of  one  another  with  respect  to  standard  or  objec- 
tive job  samples  and  scores.     It   is  felt  that  standardization   is  useful  where  the  simpler  unit-tasks 
are  concerned.      It  appears,  however,   that  study   in  this  field  will    remain  largely  a  matter  of  clinical 
type  observation   in  view  of  the  great  variations  among  handicapped  people  and  the  variety  of  occupa- 
tions  involved   in  specific  jobs.     Although  to  do  so  would  be  a  relatively  easy  matter,  we  do  not 
evaluate  a  client  for  a  specific  job   in  a  specific  plant.     As  a  practical   matter,    in  the   interest  of 
giving  the  best  service  to  the   referring  counselor  the  evaluation  and  reports  must  be  relatively 
genera  1 . 

As  the  number  of  such  programs    increases,  more  counselors  will   have  this  kind  of  service  availa- 
ble as  a  tool    in  the  counseling  process.     Future  study  and  research  and  the  advice  given  by  counselors 
who  use  the  programs,  will   go  a  long  way   in  teaching  those  of  us  who  operate  such  programs  to  do  a 
better  job.     The  counseling  and  evaluation  of  human  beings    is  so  complex  a  process   that  further 
development  on  a  large  scale  will   be  required  before  the  procedures  can  even  approximate  those  of  an 
exact  science.     But   indications  are  that  with  further  development  work  evaluation  programs  will 
become  a  routine  step  universally  recognized  as  natural    to  the  rehabilitation  process. 
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EVALUATING  WORK  BEHAVIOR  IN 
OCCUPATIONAL  THERAPY 


Karl  L.  Ireland 


Many  occupational   therapists  working  with  clients   in  rehabilitation  settings  are  gleaning  in- 
formation of  potentially  great  value  to  the  individual   and  to  his  counselors,  as  they  observe  the 
client's  reaction  to  a  variety  of  work  situations  and  his  performance  in  them.     To  be  of  value  to 
the  rehabilitation  team,  these  materials  must  be  put  down  on  paper,    in  a  form  easily  read  and  inter- 
preted by  the  busy  people,  professional  and  nonprofessional,  who  have  occasion  to  work  with  the 
individual  concerned. 

The  Work  Evaluation  Progress  Report   illustrated  here  was  compiled  at  The  Rehabilitation  Center 
of  the  Ohio  State  University,  being  based  partly  on  similar  forms   in  use  at  other  centers.  Later, 
it  was  put  into  use  at  Rehabilitation  Center,    Inc.    in  Lou i sv i 1 1 e,  Kentucky ,  and  revised  for  use  in 
reporting  client  performance  and  potentials  as  observed   in  the  Work  Evaluation  Program  at  Vocational 
Guidance  and  Rehabilitation  Services   in  Cleveland,  Ohio,  as  well   as   in  both  the  sheltered  and  the 
sewing  shops  programs  there.     In  its  use  at  all   three  centers,  however,    it  has  been  found  to  be  of 
considerable  value  to  the  therapist-observer   (in  helping  him  to  organize  his  material   and  record  it 
clearly  and  concisely),   to  the  vocational   rehabilitation  counselor,   to  other  members  of  the  rehabili 
tation  team,  and  to  cooperating  and  referring  agencies. 

The  form  provides  for  a  combination  of  check-off  and  written  reporting,   repeated  and  revised  at 
intervals,  to  show  progress  —  or  lack  of  progress.     Of   its  six  sections,   three   include  space  for 
rating  the  client  on  several   subfactors,  on  an  A-to-E  scale,  and  for  recording  these  ratings  on  as 
many  as  five  dates.     (Reproduction  on  opposite  page  cuts  this  to  three,   to  save  space.)     Each  of 
these  sections  also  provides  for  written  comments  by  the  therapist,   to  supplement  or  explain  specifi 
ratings  and  to  report  pertinent  observations  not  covered  by  the  listed  items.     Of  Mr.  WW,  for  exampl 
the  therapist  wrote  as  follows,  under  Section  I: 

5/l8--#8:     B  for  right  hand;  X  for  left  hand:     unable  to  use  effectively; 
lack  of  opposition  between  thumb  and  fingers  sufficient  for  grasp;  insufficient 
flexibility  of  fingers. 

5/29--#8:     Now  using  affected  left  hand  freely  as  a  helper  hand  and  for 
holding;  grasp  is  still   inadequate  except  for  very  light  holding  operations. 

6/1 5--Wel d i ng  try-out  completed;   learned  rapidly,   retained  learning  very 
well.     Able  to  use  left  hand  adequately  to  hold  welding  rod  for  dipping  tech- 
nique, but  not  for  rolling.     (Sma I  1 -d i ameter  sleeve  slipped  over  the  rod  improves 
grasp  and  control--he  is  able  to  judge  the  need  for  this  assistance  on  specific 
s  i  tuat  i  ons . ) 

Comments  under  Section  II  also  give  evidence  of  progress. 

5/1 8--Hes  i  tates  to  attempt  jobs  requiring  use  of  both  hands  —  reports  he  has 
been  stymied  on  several  occasions  by  inability  to  perform  with  affected  left 
hand,  as   in  changing  license  plates  on  own  car:     could  not  hold  nut  with  pliers 
in  left  hand  and  was  forced  to  ask  help  of  a  neighbor  to  finish  the  job;  felt 
humiliated  at  this   inability  to  function  effectively. 

Agreed  to  try  two-handed  jobs   in  the  shop,  when  assured  that  we  would  be  on 
hand  to  assist  him  if  needed,  and  to  work  out  methods  of  doing  specific  jobs. 

5/29~-Projects  are  generally  well   planned  and  put  together,  but  left   in  a 
rough  state  of  finish;   little  effort  made  to  plane  or  sand  down  to  fine  finish. 

6/15_-Doing  excellent  work  in  elementary  training  in  welding;   insists  on 
laying  down  a  neat,  clean  bead,  and   in  learning  all   details  of  each  operation. 

Has  bought  own  goggles  and  has  brought   in  for  evaluation  a  used  cutting 
torch  which  he  had  thought  of  buying.     Showing   intense  interest   in  getting 
training  and  getting  started   in  active  work  in  the  field. 


Reprinted  wi th  minor  changes  from  the  Journal  of  Rehabilitation,  1957,  23(1),  8-9,  25-28  by 
permission  of  the  author  and  publisher. 
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The  grades  given  Mr.  WW  under  Section   IV  are  supplemented  by  the  following  comments: 


5/29--Soc i a  1  i zes  well  with  the  group   in  shop,  works  well  with  another  person 
as  we  1 1   as  a  1  one . 

6/l6--Shows  much  more  self-confidence  now  as  to  possibility  of  benefiting 
from  training  in  welding.     Feels  now  that  "this   is  just  what   I  was  looking  for." 
Realizes  he  will   need  considerable  training,  but   is  convinced,   through  the  try- 
out,   that  he  can   learn  the  work  and  can  handle   it  adequately,   from  the  physical 
standpo  int. 

Section  III  is  a  condensed  listing  of  the  War  Manpower  Board's  Physical  Capacity  Appraisal 
items.  It  permits  the  therapist  to  record  limitations  in  the  more  important  physical  areas  by 
description  and/or  by  statement  of  observed  time  or  performance  limits.  Mr.  WW,  to  quote  from 
his  record  — 

Cannot   lift  heavy  objects  with  left  hand.     Left  hand  and  arm  tend  to  fatigue 
after  20-30  minutes  of  steady  welding,  manipulating  rod  with   left  hand.  This 
should   improve  as  time  goes  on  and  he  builds  up  his  work  tolerance. 

Under  Section  V  the  therapist  gives  these   important  data: 

5/l8--Has  decided  he  cannot  return  to  sheet  metal  work,  but  wants  to  try 
wel d  i  ng  or  spray  pa  i  nt  i  ng--feel s  he  could  do  either  of  these  with  his  good  right 
hand,  and  that  either  one  would  be  a  good  paying  job. 

6/15--Now  thoroughly  sold  on  welding,  as  described  above. 

Section  VI   brings   the  record  to  a  close  with  the  therapist's  opinions  and  recommendations. 

6/1 5"-Wel d i ng  would  appear  to  be  entirely  feasible  as  a  vocational  choice 
for  Mr.  W.  from  the  standpoints  of  interest,  physical  capacity,  and  ability  to 
learn  the  work. 

He  should  be  able  to  benefit  extensively  from  a  formal    training  program  — 
full-time,   part-time,   or  on-the-job.     He  probably  should  be  given  a  chance  to 
work  and  train   in  a  shop  where  he  would  be  able  to  build  up  his  self-confidence 
by  working  on  actual   jobs--but  not  thrown  right   into  a  general  welding  shop  and 
expected  to  do  all    types  of  welding  before  getting  his  feet  on  the  ground. 

His   insight  and  understanding  of  his  own  abilities   is  very  good.     His  own 
appraisal  of  his  vocational   future--the  training  required  and  the  opportunities 
for  empl oyment--appears   to  be  realistic  and  sound. 

It  has  been  suggested  by  some  that  the  occupational   therapist's  observations  are  largely  "con- 
firmations or  elaborations  of  a  subjective  nature"  of  material  which  the  psychologist  or  psycho- 
metrician  might  elicit  just  as  well --or  better—with  his  batteries  of  tests.     It   is  for  exactly  this 
reason,  however,   that  they  are  important.     In  many  cases  they  do  confirm  what  the  psychomet r i c i an 
has  predicted  will   be  the   individual  's  reaction  to  work  in  general   and  specific  types  of  work  in 
particular.     On  the  other  hand,   they  sometimes  give  reason  to  doubt  the  validity  of  such  predictions, 
and  thus   indicate  the  need  for  more  extensive  exploration  and  evaluation  of  the  client.     In  either 
case,   the  occupational   therapist's  contribution  serves  to  make  the  total   evaluation  more  meaningful, 
not  only  to  the  staff  of  the  agency,  but  also  to  the  potential   employer  and  to  other  nonprofessional 
persons  who  will    be  working  with   the   individual:     people  who  may  be  unfamiliar  with--or  even  suspi- 
cious  of  —  the  formalized  objective  tests. 

Examples  can  also  be  cited  of  clients  with  whom  the  psychomet r i c i an   is  able  to  accomplish 
1 ittle  —  the  person  of  low  intellectual   capacity,   the   illiterate,   the  person  born   into  a  foreign 
language  group  or  brought  up  among  foreign-speaking  people.     There   is  also  the  client  who  has  spent 
his    (or  her)  working   life   in  the  unskilled   labor"  area,  who   is  now  brought    into  a  neat,   clean  office, 
given  a  pencil   and  told  to  express  himself   through  marks  and  words  on  paper.     Who  can  say  how  valid 
the  mathematical   score  is  going  to  be  as  a  measure  of  potentialities  for  success   in  any  specific 
vocational   area?     It   is  true  of  many  of  these  people  that  their   interests,   their  abilities,  their 
work  approach  and  behavior,  their  capacity  to  learn  and  to  retain,   their  capacity  for  making  a  voca- 
tional  choice  and  following  through  with   it,  can  be  measured  only  through  a  prolonged  exposure  to 
varied  work  situations,  with  close  observation  of  their  reactions  and  performance. 


Illustrative  of  the  problems  faced  and  met  with  this  group  are  the  following  brief  case 
histories,  from  the  center  at  Ohio  State  University: 

1.  Language  Handicap  Overcome 

(ZB)     Displaced  person  from  a  Central   European  state,    in  Ohio  two  years;  had  acquired  perhaps 
35-50  English  words,   though  speaking  two  or  three  other  languages  fluently.     Injured  his  back  in  an 
industrial   accident,   in  unskilled  labor  situation.     Laminectomy  and  fusion  had  been  done,  but  pain 
persisted  in  low  back  and  related  areas.     Work  history:     farming,  some  carpentry,  foundry  labor  (at 
time  of   injury).     Not  testable  through  standard  procedures,  nor  amenable  to  effective  counseling, 
because  of  the  language  handicap. 

Given  opportunity  to  explore  many  things   in  occupational   therapy  try-out  program:     wood  (both 
hand  and  power  tools),  sheet  metal,   leather,   furniture  refinishing,  hand  lettering,   fill-in  oil 
paintings,  model   building,   typing,   type-setting  and  press  operation,  gas  and  electric  arc  welding. 
Learned  each  new  technique  with  almost   incredible  speed  and  a  bare  minimum  of   instruction.  Turned 
out  work  of  a  superior  nature   in  every  area.     Demonstrated  high  degree  of   ingenuity  in  planning  and 
fabricating  intricate  devices  of  own  design.     Was  taken  by  therapist  on  plant  tours,   for  industrial 
orientation  and  vocational  information. 

Placed,  by  Bureau  of  Vocational   Rehabilitation,    in  an  on-the-job  training  situation  as  set-up 
man  in  ball  bearing  plant,  with  training  aimed  for  job  of  skilled  machinist.     Later  put  on  full-paid 
status,  doing  internal   grinding  and  supervising  a  production  unit. 

Data  as  to  his  potential  interests  and  abilities,  and  many  other  facets  of  his  personality,  were 
gathered  through  careful  and  extended  observation  in  the  occupational  therapy  program,  and  contribut- 
ed very  importantly  to  his  rehabilitation  diagnosis  and  to  his  total    rehabilitation  program. 

2.  Work  Try-out  Was  Only  Method 

(RT)     Unimpressive  appearing  white  male  in  late  twenties,    injured  seven  years  previously  in  an 
industrial  explosion.     Badly  mangled  left  arm,  with  extensive  scarring  and  loss  of  bulk.  Tendon 
transplants  had  produced  functional   hand,  with  slight  limitations   in  range  of  motion  at  wrist  and 
elbow.     Had  not  worked  since  injury-seven  years—except  for  occasional   pick-up  work  around  taverns, 
movie  theaters,  etc.     Previous  work  history:     heavy  labor,  track  gang,   foundry  chipper,  oiler.  Less 
than  one  year  of  schooling,    illiterate,   tested  very  low  on  nonverbal   portion  of  the  Wechsler.  Total 
lack  of  insight  as  to  skills  or  lack  of  them. 

Given  try-outs   in  sheet  metal,   furniture  refinishing,  printing  press  operation,  hand  tools  in 
wood  area,  welding.     Demonstrated  utter  lack  of  self-confidence  when  introduced  to  each  new  activity; 
proved,  however,   to  be  able  to  follow  instructions   if  given  carefully,  and   if  repeated  with  clarity 
and  patience.     Demonstrated  that  he  could  learn  simple  series  of  operations  well   under  this  type  of 
supervision.     Showed  ability  to  improve  quality  of  workmanship  by  perhaps  200  percent,  after  period 
of  instruction,  encouragement,  and  practice. 

Taken  by  therapist  on  plant  tour  of  Goodwill    Industries   in  nearby  city,  and  placed  there  in  an 
on-the-job  training  program.     Later  reported  to  be  turning  out  excellent  work,  although  still  below 
acceptable  production  rate.     Information  essential   to  his  counseling,  and  to  his  acceptance  by 
Bureau  of  Vocational   Rehabilitation  for  training,  was  obtained  entirely  through  observation   in  the 
occupational   therapy  program. 

With  these  two  patients  the  occupational   therapist's  observation  and  reporting  of   interests  and 
abilities,  and  allied  data,  were  of  the  utmost   importance,   supplying  essential    information  which  the 
psychologist  and  the  psychometr i c i an  were  not   in  position  to  secure.      In  many  less  difficult  situa- 
tions as  well,   the  occupational   therapist   is  able  to  report  basic  data  concerning  interests  or  lack 
of  them,  aptitudes,  personality  factors  and  adjustment,  and  other  facets  of  the  individual's  make-up 
which  are  significant  for  his  rehabilitation  diagnosis  and  subsequent  program. 

Much  Remains  to  be  Learned 


Although  the  Work  Evaluation  Programs,  as  conducted  by  occupational   therapists  at  all  three 
centers,  are  comparatively  new,   they  have  been  able  to  supply  much   information  essential   to  the 
effective  rehabilitation  and  to  the  vocational    readjustment  of  scores  of  the   individuals  seen. 
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Much  has  been  learned  with  respect  to  the  most;  effective  use  of  such  programs   in  the  total  rehabili- 
tation picture.     It   is  hoped  that  this  growth  can  be  accomplished  through  continued  and  simultaneous 
experimentation  on  the  part  of  many  workers   in  many  centers,  and  through  sharing  of  methods  and  knowl- 
edge among  these  workers. 


WORK  EVALUATION  PROGRESS  REPORT 

  AGE ....  51  ....  DIAGNOSIS 


A — Excellent 
B — Very  good 
C — Average 
D — Fair 


Median  nerve  injury, 
left  arm 

E — Inadequate 

X — Affected  by  the  disability  (explain  below) 
N — Not  observed  adequately  for  rating 


I  GENERAL  ABILITIES 

Date 

1.  Following  instructions 

a)  Oral  

b)  Written  

2.  Learning  speed  

3.  Retention    . 

4.  Concentration     

5.  Attention  span    

6.  Mechanical  comprehension 

7.  Problem  solving    

8.  Manual  dexterity 

a)  Fine  (finger)   

(small  tools) 

b)  Gross  _ 

c)  Coordination    

9.  Leadership 

a)  Teaching  capacities 

Verbal  _  _  

Demonstration  

b)  Supervisory  ability 


5/18  5/29  6/15 


Progress 


B-X 
A-X 
A-X 
B-X 


A 
A 
A 
A 
A 
A 
A 
A 

B-X 
A-C 
A-C 
B-C 


COMMENTS: 


II  WORK  APPROACH 


Date 


1.  Attendance  

2.  Punctuality   

3.  Understanding  of  program   

4.  Interest  level  

5.  Performance: 

a)  Standards  required  of  self   

b)  Level  of  craftsmanship  shown 

c)  Speed  _   

d)  Accuracy  

e)  Originality   ... 

f)  Planning  ability  

g)  Judgment  

h)  Initiative   

i)  Perseverance    

j)    Independence  of  supervision 

6.  Adjustment  to  variety  in  work 

situation  

7.  Adjustment  to  repetitive  work 

situation     

8.  Care  of  tools,  shop  maintenance 


5/18 
A 
A 

C 
C 


Progress 
^5/29 
A 
A 


COMMENTS  (To  include  emotional  reaction  to  work  situa- 
tions generally,  response  or  lack  of  response 
to  specific  activities  or  situations,  etc.,  etc.) : 


III  WORK  TOLERANCE 

LIMITATIONS— as  observed  in  such 
Standing 
Sitting 
Walking 
Lifting 
Carrying 

Crouching  or  Kneeling 
Twisting 

Noise,  dust,  heat,  etc. 


IV  SOCIAL  ATTITUDES 


Grooming   _. 

Self-confidence     

Cooperativeness   

Reliability   _   

Group  response: 

a)  Acceptance  of  group   

b)  "         by  group   

c)  Communication 

Quantity     

Quality  

d)  Interaction  with  patients 

Quantity  _  

Quality  

e)  Interaction  with  staff 

Quantity   _ 

Quality  ...  


Progress 

5/18 

A 

5/29 
B 

6/15 
A 

C 
B 

B 
B 

A 
A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

B 
B 

B 
A 

A 
A 

C 

A 

A 

C 

A 

A 

C 
C 

B 
B 

A 
A 

COMMENTS: 


V    EXPRESSED  INTERESTS  AND  ASPIRATIONS 


VI  RECOMMENDATIONS,  OR  OTHER  COMMENTS 


Editor's  Note:     The  revised  form  now  in  use, 
occupying  four  pages,  provides  space  for 
therapist's  comments.     Here,   in  a  condensed 
record  of  one  client's  performance,  the  com- 
plete report   is  given;  but  the  al 1  - i mpor tant 
comments  and  recommendations  have,  as  a 
space-saving  measure,  been  incorporated  into 
the  text  of  the  article,  point  by  point. 
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VOCATIONAL  EVALUATION  BY  WORK  SAMPLE 
TECHNIC  AND  ITS  DEPENDENCE  UPON 
MEDICAL  CONTRIBUTIONS 

Willis  C.  Gorthy,  Robert  C.  Darling, 
Lucille  Tsu  Pai  ,  and  Jay  Obrien 

The  rehabilitation  program  which  places  balanced  emphasis  on  medical,  vocational,  and  psycho- 
social evaluation  and  services   involves   interrelationships  which  are  not   inherent   in  more  purely 
medically  oriented  programs.     In  view  of  the  growing  number  of  comprehensive  centers,    it   is  timely 
to  describe  recent  experiences  which  point  up  the  close   integration  that  prevails  between  the 
medical   services  and  the  vocational  evaluation  unit  at  the  Institute  for  the  Crippled  and  Disabled. 

A  detailed  description  of  the  total   scope  of  the  rehabilitation  program  available  at  the  Insti- 
tue,  an  outpatient  rehabilitation  center,   is  not  the  purpose  of  this  paper.     Suffice  it  to  note  that 
the  program  includes  physical  medicine,  prosthetic  and  orthopedic  appliance  laboratories,  psychiatri- 
cally  directed  social   adjustment  services,  vocational   training,  evaluation  and  placement,  and  a 
sheltered  workshop.     In  this  discussion,  emphasis   is  given  to  experience  with  those  patients  for 
whom  a  vocational  goal  was  established,  and  more  specifically  to  the  role  played  by  the  medical 
services  and  medical   personnel    in  the  evaluation  of  this  group. 

Vocational  Evaluation  Unit 

The  vocational  evaluation  unit,  which  utilizes  a  series  of  job  samples  covering  a  variety  of 
job  families,  has  been  developed  by  the  Institute  overa  period  of  22  years.     It  stresses  the  estab- 
lishment of  practical  vocational  goals  through  reality  testing  which  makes  use  of  the  work  sample 
technics.     The  printed  materials  required  for  the  conduct  of  vocational   evaluation,    including  tests, 
scoring  aids,  and  criteria,  have  recently  been  published  by  the   Institute  under  the  title  "TOWER 
System"  (1). 

A  period  of  three  weeks  of  full-time  activity  is  normally  devoted  to  this  phase  of  the  evalua- 
tion.    The  several   factors  which  enter  into  the  determination  of  the  patient's  feasibility  for 
employment   include  basic  interest,  aptitude  with  tools,  ability  to  follow  instructions,  and  work 
habits.     It  should  be  emphasized  that  the  evaluation  unit   is  not  a  therapy  shop,  although  previous 
occupational   and  other  therapy  may  have  been  utilized  to  build  up  vocationally  useful   skills  and 
habits.     In  the  vocational  unit,  an  evaluation  is  sought  that   is  based  upon   industrial  standards. 

The  term  "vocational  evaluation  unit"  is  synonymous  with  the  terms  "prevocat i onal  evaluation 
unit"  and  "vocational  diagnostic  unit"  as  applied   in  some  other  centers.     The  first  term  is  used 
here  to  emphasize  the  unit's  function  of  establishing  specific  vocational   goals,  and  to  differenti- 
ate it  from  a  therapy  shop.     As  such,    it  is  being  used  extensively  by  state  vocational  rehabilitation 
agencies  to  clarify  and  establish  objectives  for  their  clients. 

Physical  evaluation  and  the  establishment  of  preliminary  goals  should  be  an  initial   step  in  any 
rehabilitation  process.     Therefore,  a  thorough  medical   assessment   is  the  first  procedure.  Further 
assessment  of  the  level  of  physical   functioning  is  obtained  by  physical   and  occupational  therapists, 
especially  for  those  patients  with  neuromuscular  disabilities.     The  likelihood  of  vocational  goals, 
either  immediate  or  delayed,   is  considered  at  this  point.     If  vocational   assessment   is   imminent,  a 
thorough  evaluation  pointed  toward  the  formal  vocational   evaluation   is  prepared,  not  only  by  the 
physician  and  therapists,  but  also  by  the  psychological   and  social   services.     The  results  of  the 
total  evaluation  are  reviewed  at  the  end  of  the  vocational  period  by  the  entire  professional  staff 
as  the  basis  for  the  development  of  the  rehabilitation  plan  for  the  patient. 

When  establishment  of  a  vocational   goal    is  the  objective,   the  vocational   evaluation  unit  serves 
as  the  central  activity.     It  should  be  borne   in  mind,  however,   that  not  all   patients  are  suitable 
for  such  an  experience.     Even  among  the  suitable  candidates,   the  experience  should  be  entered  only 
with  an  appropriate  evaluation  and  preparation  by  the  nonvocat i ona I  services. 

Of  the  2,000  persons  served  annually  by  the  rehabilitation  services  of  the  Institute,  the  needs 
of  approximately  half  are  met  by  physical  medicine,  supplemented   in  many   instances  by  psychological 


Reprinted  from  Arch  i ves  of  Phys  i  cal  Medicine  and  Rehabi 1 i  tation,  1959,  ^0,  238-2^2  with  the 
permission  of  the  authors  and  publisher. 


197 


and  social  services.  Experience  has  shown  that  the  other  half  of  the  caseload  requires  the  assess- 
ment of  vocational  potential,  since  members  of  this  latter  group  cannot  return  to  their  former 
occupations  because  of  the  limitations  imposed  upon  them  by  their  disabilities  or  because  they  have 
never  worked,  as  in  the  case  of  the  young  adult  disabled.  Most  are  scheduled  for  the  total  evalua- 
tion program  previously  described.  Of  those  given  total  evaluation,  approximately  half  show  suffi- 
cient vocational   potential   for  immediate  Job  placement  or  for  vocational  training. 

Medical  assessment  pointed  toward  vocational  evaluation  aims  to:     (1)  Assess  the  patient's 
physical  capacities  and  limitations   in  terms  of  specific  job  areas,    (2)  prescribe  treatment  leading 
to  improved  vocational  performance,   (3)  prescribe  and  regulate  the  limits  of  work  tolerance,   (k)  pre- 
scribe prosthetic  and  adaptive  devices  that  will    improve  vocational  potential,  and   (5)   later  review 
the  specific  vocational   recommendations  to  consider  their  compatibility  with  the  long-term  health 
needs  of  the  patient. 

The  vocational  evaluation  unit  also  serves  as  a  laboratory  that  has  value  to  the  medical  as 
well   as  the  social   and  psychological   staffs.     The  unit   is   in  a  position  to  confirm  diagnostic  and 
test  findings  and  to  permit  observation  of  the  patient  under  more  realistic  conditions  than  might 
be  found   in  the  clinical  setting. 


Report  of  a  Study 


The  group  being  reported  on  here  consisted  of  the  5 3^+  patients  who  completed  the  total  evalua- 
tion program  during  the  past  five  years  and  for  whom  vocational   capabilities  were  found  to  exist. 
Of  these,   132  were  recommended  for  direct  placement  and  were  subsequently  employed.     The  remaining 
*+02  entered  training  classes  at  the   Institute;  85  percent  of  this  group  were  placed  after  completion 
of  training.     To  secure  medical   data  for  this  report,   110  cases  were  selected  at  random  from  the  53*+ 
previously  noted. 


D  i  agnoses 

A  detailed  study  of  this  group  shows  that  the  disabilities  encountered  covered  a  wide  range  of 
diagnoses,  mostly   in  the  neuromuscular  areas.     Figure  1   shows  the  range  and  frequency  of  primary 
disabilities  for  the  study  group.     Cerebral   palsy  was  the  most  common  single  diagnosis   (lU  percent), 
although  a  category  of  miscellaneous  musculoskeletal   diseases  numbered  15  percent.     This  latter 
group  included,  among  other  disabilities,   fractures,  sco!:osis,  club  foot,  congenital  dislocated 
hips,  and  muscular  dystrophy.     Because  of  special    interest,   there  was  a  large  number  of  patients 


DIAGNOSIS 
Cerebral  Palsy 
Adult  Brain  Damage 
Spinal  Cord  Damage 
Poliomyelitis 


Rheumatoid 
Arthritis 

Low  Back  Injury 

Miscellaneous 
Musculoskeletal 
Pulmonary  TBC 

Cardiac 

Miscellaneous 


14% 


6% 


3% 


9% 


llO% 


11% 


]l5% 


DIAGNOSTIC  GROUPING  OF  PATIENTS 
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with  rheumatoid  arthritis   (II   percent).     Likewise,  because  of  special    interest   in   industrial  disa- 
bilities, the  number  of  low  back  injuries   (8  percent)  was  relatively  large.     Other  neuromuscular 
disabilities  represented  were  adult  brain  damage  (6  percent),  spinal  cord   injury  (5  percent),  and 
poliomyelitis   (9  percent).     Amputations  amounted  to  10  percent  and  were  approximately  equal  for 
upper  and  lower  extremity  amputations.     Disabilities  not   in  the  neuromuscular  categories  included 
pulmonary  tuberculosis   (8  percent),  cardiac  disease   (3  percent),  and  11   percent   in  a  miscellaneous 
category,  which   included  peptic  ulcer,  dermatol og i ca 1  disease,  epilepsy,  and  post  concussion. 

Degree  of  Disability 

The  degree  of  disability  was  categorized  on  clinical    impression  as  mild,  moderate,  or  severe. 
Since  they  were  served   in  an  outpatient   institution,   the  majority   (52  percent)  fell    into  the  moderate 
category,  while  3^  percent  were  considered  mild  and  1 k  percent  severe. 

Associated  Disabilities 

Associated  disabilities  are  often  as   important   in  rehabilitation  as  the  primary  disability. 
A  review  was  made  of  such  factors  and  they  were  recorded  only  when  they  were  major  and  significant. 
Major  psychiatric  disabilities  requiring  mental  hygiene  treatment  concurrent  with  vocational  train- 
ing were  found   in  19  percent  of  the  cases.     However,  approximately  50  percent  of  the  entire  group 
had  emotional  problems  to  a  degree  that  called  for  attention  by  various  members  of  the  staff. 
Significant  but  smaller  numbers   (5  percent  each)  were  found  to  have  obesity,  epilepsy,  cardiovascular 
disease,  poor  vision,  or  hearing  difficulties  which  were  severe  enough  to  be  a  rehabilitation  problem. 


Age  Groups 

Grouping  the  patients  by  decades  of  age,   the  peak  fell    in  the  26-35  year  group  as  shown  by 
Figure  2.     It  is  significant  that  hk  percent  of  the  patients  were  in  the  36-55  age  grouping.  The 
fact  that   it  was  possible  to  find  employment  for  this  large  segment   in  the  upper  age  range  of  the 
labor  force  reflects  on  the  value  of  rehabilitation  services  that  result   in  the  development  of 
adequate  vocational   skills.     Over-all,   this  age  distribution   is  considerably  younger  than  the 
total  disabled  in  the  population,  but   it   is  believed  to  be  characteristic  of  those  disabled  for 
whom  vocational   goals  should  be  considered. 


Medical  Evaluation 

Figure  3  shows  that  all  patients  received  a  minimum  of  a  medical  examination  and  evaluation. 
In  many  instances  this  required  an   interpretation  of  medical    information  from  outside  agencies. 

31% 

34%  77%  100% 

24% 


20% 


-  Doctor  Evaluation 

-  Also  Functional  Evaluation  by  Therapist 
■  Also  Required  Therapy 

 47% 

medically  dictated 
vocational  restriction 
and/or  aptitude  in 
47%  of  cases 

 u  '  1     v  1  1  U  L  MEDICAL  PARTICIPATION 

Age  in  Yearj 

AGE  DISTRIBUTION  OF  PATIENTS 

Fig.  2  Fig.  3 
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For  77  percent  of  the  cases,   the  medical   evaluation  was  supplemented  by  evaluation  in  physical 
therapy  or  occupational   therapy.     Almost  all   those  with  neuromuscular  disabilities  are   included  in 
this  number.     Of  the  neuromuscular  group,  nearly  half  required  and  were  given  functional  training 
in  occupational  or  physical   therapy  to  enhance  their  physical   performance  for  daily  living  or  a  job. 
For  some,  this  therapy  was  given   in  preparation  for  vocational   training,  while  for  many  others  the 
physical   training  and  the  vocational   program  progressed  simultaneously.     Regardless  of  whether  a 
physical   program  was  given  or  not,   the  physician  always  participated   in  the  staff  conferences  in 
which  the  results  of  the  evaluation  period  were  reviewed  and  the  rehabilitation  plan  for  the  patient 
established.     In  nearly  half  the  cases   (^7  percent),  the  physician  made  specific  recommendations 
regarding  vocational   restrictions  or  special  aptitudes. 

The  medical    involvement   in  a  vocationally  oriented  rehabilitation  program  can  be  revealed  only 
in  part  by  statistics.     The  physicians  and  other  medical   personnel    in  rehabilitation  can  and  should 
become  conversant  with  the  physical  demands  of  the  various  Job  categories.     Experience  has  shown 
that,  working  in  a  vocationally  oriented  center,   they  learn  to  distinguish  between  the  somewhat 
rigorous  standards   in   industry  and  the  more  permissive  standards  of  the  therapy  shop.     The  data  show, 
and  experience  confirms,   that  patients  do  not  simply  graduate  from  a  medical   phase  to  a  vocational 
phase  of  rehabilitation  and  thereby  leave  the  services  of  a  physician.     In  many  instances  there  is 
need  for  concomitant  medical    therapy  in  the  vocational   phase.     In  all    instances  the  new  vocational 
environment  requires  a  special   form  of  medical   assessment  and   interpretation  of  the  disability,  not 
only  to  the  patient  but  also  to  the  vocational  workers. 


Cone  1  us  i ons 


Medical   participation   is  a  major  requirement   in  an  evaluation  process  that  seeks  a  vocational 
goal   for   its  patients.     Striking  evidence   in  support  of  this  conclusion   is  the  experience  of  the 
Institute  for  the  Crippled  and  Disabled.     Its  studies  have  shown  that,   for  h7  percent  of  the  patients 
who  received  vocational   evaluation,   the  specific  vocational  objectives  were   influenced  by  medical 
recommendat  i ons . 


The  emphasis  for  medical   services  and  personnel    in  a  vocationally  oriented  evaluation  program 
is  necessarily  related  to  specific  job  areas.     This  requires  physical   assessment   in  terms  of  the 
demands  of  the  job,  determination  of  limits  of  work  tolerance,  prescription  of  treatment  that  will 
improve  capacity  for  a  specific  job,  and  the  development  of  adaptive  devices  that  will    improve  job 
performance. 

An  organized  system  of  vocational  evaluation  which   includes  an  extended  period  of  tryout  on 
work  samples  provides  a  laboratory   in  which  medical   personnel   as  well   as  social   service  and  psycho- 
logical  staffs  can  observe  the  performance  of  their  patients.     Reality  testing  under  such  circum- 
stances further  validates  the  diagnostic  and  evaluative  findings  previously  made   in  a  clinical 
sett  i ng. 
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WHO   IS  THE  PREVOCAT I ONAL  EVALUATOR? 


Martin  Moed ,  Watson  Klincewicz, 
and  Will i  am  Usdane 


There  are  still  some  unresolved  issues  connected  with  prevocat i ona 1  exploration  in  rehabilita- 
tion of  the  seriously  handicapped. 

One  of  the  major  difficulties  has  been  that  of  staffing  the  prevocat ional  unit   in  the  rehabili- 
tation center.     Right  now,   there  seems  to  be  some  difference  of  opinion  concerning  the  unit's  super- 
vision:    occupational   therapist  or   industrial   arts  major.     But   it  appears  to  the  authors  that  too 
little  consideration  has  been  given  to  the  thought  of  staffing  the  p revocat i ona 1   unit  with  a 
Vocational  or  Rehabilitation  Counselor. 

Perhaps  the  Vocational   Counselor's  problem,  mainly,  has  been  his   inability  to  know  who  he  is. 
Because  of  agency  staff  limitations,  he  has  doubled  as  social  worker,  placement  worker,  guidance 
group  worker,  clinical  psychologist,   registrar,  and  even  vocational   counselor   (5).     Some  college 
curricula  are  now  graduating  Rehabilitation  Counselors  within  schools  of  Social  Administration, 
Departments  of  Psychology,  and  Schools  of  Social  Work,  and  the  Vocational   Counselor  who  arrives  at  a 
rehabilitation  center  to  work  with  other  highly  trained  and  professional   staff  members  may  need  to 
look  at  himself  within  the  team  relationship  before  he  begins  to  indicate  what  he  will   be  able  to 
bring  to  the  team. 


Job  Trial  Evaluated 


The  area  in  which  the  Vocational  Counselor  might  function  on  a  meaningful  level  would  be  in  the 
setting  up  of  job  trial  evaluations  within  the  rehabilitation  center,  sheltered  workshop,  or  hospital 
facility.  The  Vocational  Counselor  should  be  able  to  set  up  a  prevocat ional  job  task  allowing  the 
client  to  perceive  his  ability  and  capacity  on  a  realistic  level.  In  addition  to  the  use  of  occupa- 
tional literature,  job  market  analysis,  and  standardized  interest  and  aptitude  tests,  the  client  and 
the  Vocational  Counselor  can  review  actual  performance,  work  tolerance,  and  job  readiness  based  on 
the  standards  of  competitive  employment. 

The  Vocational  Counselor  working  in  his  usual   office  setting  does  not  have  available  a  realistic 
laboratory  through  which  he  can  properly  assess  the  aptitudes  of  the  severely  handicapped  whose  job 
experience  may  be  meager,  and  whose   interests  are  clouded   in  fantasy  aspirations.     As  a  result,  the 
Counselor  has  tended  to  duplicate  the  work  of  the  clinical   and  counseling  psychologist  as  well  as  the 
work  of  the  social  worker,  with  a  vocational  orientation. 

With  a  prevocat i onal  laboratory,  the  Counselor  will  be  able  to  close  in  the  gaps  of  information 
through  daily  observation  in  a  realistic  work  setting.  He  should  be  capable,  moreover,  of  imagina- 
tive insight  in  order  to  devise  the  work  samples  or  miniature  job  tasks  with  which  he  can  accomplish 
realistic  assessment.  Based  upon  understanding  of  personality  behavior,  his  academic  background  and 
job  experience  which  the  Counselor  brings  to  the  prevocat i ona 1  evaluation  unit,  he  should  then  be 
well  able  to  set  up  representative  samples  of  the  major  job  family  areas.  He  should  also  be  able  to 
implement,  where  appropriate,   the  standardized  test  batteries  with  clinical  judgment. 

He  must  have  the  imaginative  concepts  to  sustain  his  thinking  through  hypothetical  experimenta- 
tion.    But  his  educated  guess  through  work  samples  will   be  based   initially  upon  his  knowledge  of 
jobs  and  placement  opportunities.     And  with  his  counseling  techniques,  he  will   be  able  to  relate  to 
the  clients  and  assess  their  expressed   interests  through  the  job  sample  process. 

The  authors  see  prevocat i onal  evaluation   (I)  specifically  as  vocational  exploration  through  the 
work  sample  or  miniature  job  tasks.     The  term  "p revocat i ona 1 , "  however,  appears  to  be  utilized  more 
often  than  "vocational,"  because  many  of  the  settings  which  afford  such  evaluation  are  primarily 
medically  oriented   (2).     The  vocational   exploration  as  considered   in  this  article   is  not  conceived 
as  part  of  the  occupational   therapy  program. 

Occupational   therapy   is  a  broad  and  excitingly  adaptable  field,  but   in  most 
cases   it  can  hardly  begin  to  handle  the  prevocat i ona 1   aspect  with  those  who  have 
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never  worked  or  who  need  retraining.     Occupational    therapy. . .has  not  means  at 
her  disposal   to  prov i de . . . apprec i at i on  of  quality  and  speed  standards,  and  a 
business  or   industrial   setting   (k) . 

The  individual    in  charge  of  the  p revoca t i ona 1   evaluation  unit  should  not  only  be  concerned  with 
the  total   person  but  with  the  requirements  of  business  and   industry  through  practical  selective 
placement  experience,  a  continuing  knowledge  of  job  market  conditions,  and  first-hand  experience 
with  training  resources.      In  addition,   there  should  be  the  ability  to  transfer   information  concerning 
interests  and  aptitudes   into  meaningful   employment  goals  through  the  counseling  process.     There  is 
also  the  need  for  this  staff  member  to  be  well   acquainted  with  the  tools  and  equipment  as  well   as  the 
machinery  basic  to  business  and  industry. 

Separate  Unit  Necessary 

The  most  appropriate  manner  to  carry  out  a  prevoca t i ona 1  evaluation  is  a  separate  unit.  Where, 
however,   there  is   limited  space,  some  of  the   industrial   equipment  which  might  be  found  in  a  function- 
al occupational   therapy  shop,   the  manual   arts  therapy  department,  training  therapy  department,  train- 
ing classes,   rehabilitation  center  facilities,  and  other  areas  may  be  utilized. 

Where  there  already   is  an  established  occupational   therapy  department  or  manual  arts  therapy 
unit,   the  Vocational   Counselor  should  provide  a  work  sample  setting  utilizing  the  industrial  equip- 
ment which  may  be  found   in  the  other  areas.     But   in  addition,  he  must  devise  his  own  Job  tasks  based 
upon  the  employment  opportunities,  existing  vocational    training  facilities,  and  a  wide  variety  of 
work  samples  found  in  the  major  areas  of  classification   in  the  Dictionary  of  Occupational  Titles  (3). 

There  must  be  a  feeling  of   interdependence  as  well   as  mutual    respect  for  the  other  team  members' 
professional   focus.     The  Occupational  Therapist  or  Manual   Arts  Therapist  work  essentially  on  medical 
prescription.     The  Vocational   Counselor  attempts  more  to  appraise  the   individual    in  terms  of  business 
and   industrial   standards.     An  example  of  this  differential   focus  would  be  the  Occupational  Therapist's 
physical   concern  with  the  client's  ability  to  cut  cardboard  with  the  cutting  knife.     The  Vocational 
Counselor   is  concerned  with  qualitative  standards  and  quantitative  output  according  to  industrial 
demands . 

In  the  Sheltered  Workshop  where  there  are  no   (full-time)  medical   or  other  rehabilitation  ancil- 
lary services,   the  Vocational   Counselor  can  set  up  a  work  evaluation  laboratory  which  will   be  a 
separate  unit  within  the  Workshop.      In  addition  to  the  work  samples  taken  from  former  and  existing 
subcontracts,    it   is  necessary  to  broaden  the  scope  of  the  realistic  evaluation  by   including  tasks 
designed  to  predict  performance  for  other  major  job  areas.     Perhaps  too  often,  workshop  evaluations 
may  only  utilize  existing  subcontract  sample  material,  overlooking  the   individual's  broader  work 
potential.     For  example,  not  only  other  unskilled  and  semiskilled  tasks,  but  aiso  the  clerical,  sub- 
professional,  and  skilled  areas  should  be  evaluated  for  possible  follow-up  within  the  community.  It 
is  felt  at  this  time  that  the  difference  should  be  pointed  up  between  a  work  trial   of  the  individual 
within  the  Workshop  and  his  vocational   evaluation   in  a  separate  unit  within  this  setting  which  should 
be  far  more   inclusive  from  a  total   exploratory  standpoint. 

Community  Perspective  Required 

The  success  of  any  prevocat i onal   program  is  thoroughly  bound  to  the  realistic  appraisal   of  the 
types  of  jobs  which  are  available  within  the  confines  of  the  community.     A  continual   survey  must  be 
made  to  define  the  job  demands   in  the  industries  offering  a  potential   for  employment  both   in  employer 
recept i veness  toward  the  disabled  and   in  the  kind  of  work  which  appears  to  be  best  performed  by  this 
group . 

The  vocational   counselor  who  has  had  the  proper  educational   preparation  and  experience   is   in  an 
excellent  position  to  strengthen  the  predictability  of  the  evaluative  materials.     It   is  upon  this 
knowledge  that  the   initial   criteria  of  the  evaluation  procedures  rests  and  the  program  can  evolve 
into  the  most  meaningful  one  for  the  disabled   individual   and  useful    for  the  community  as  a  whole. 

Summary 

The  most  appropriately  realistic  setting   in  which  the  severely  handicapped  client  may  be  voca- 
tionally assessed   is  the  prevocat i ona 1   unit.     The  authors  define  prevocat i ona 1 ,  however,  as  vocational. 
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The  individual  who  appears  best  prepared  to  undertake  the  development  and  supervision  of  such  a  unit 
is  the  Vocational  Counselor. 
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SOME  FUNDAMENTAL  PROPOSITIONS   IN  THE  CONSTRUCTION  OF 
EVALUATION  UNITS   IN  VOCATIONAL  REHABILITATION 


Charles  W.  Thomas,  Donald  P.  Spangler, 
and  Satoru  Izutsu 


I nt  roduct i  on 


In  recent  years  considerable  attention  has  been  devoted  to  the  various  problems   in  vocational 
rehabilitation.     No  problem,  however,  has  caused  more  concern  than  that  of  vocational  evaluations. 
These  appraisals  are  known  by  various  names,   such  as  work  evaluation   (1,   3),  prevocat i onal  evalua- 
tion  (k,  8,  9),  or  Guidance  Test  CI  ass  evaluation  (2,   10),  and  have  been  explored  by  such  diversi- 
fied personnel   as  physicians,  occupational   therapists,   research  psychologists,  and  vocational  and 
rehabilitation  counselors.     As  a  consequence,   the  purposes  of  these  methods  are  as  varied  as  the 
disciplines  of  the  supervising  staff.     The  techniques  are  reported  to  be  valuable  in  assessing  basic 
abilities,  work  capacities,  physical   capacities,  areas  of   interests,  and  personality.     Other  uses 
have  included  counseling  aids,  occupational    information,   training,  job  placement,  and  follow-up 
services.     Despite  differences,   there   is  apparently  universal   agreement  on  the  use  of  actual  work 
tasks  and  qualitative  scoring  methods.     There   is  also  the  tendency  to  view  standardized  tests  as 
being  of  extremely  small   value   in  assisting  handicapped  clients  with  problems  of  vocational  adjust- 
ment.    However,    in  the  widely  scattered  literature  there  is  little  technical  evidence  to  support  the 
effectiveness  of  methods  or  to  substantiate  the  claims  made. 


A  Need  for  Technical  Orientation 


Publications  describing  various  "prevocat i onal "  techniques  tend  to  emphasize  the  therapeutic 
aspects  of  these  evaluations  at  the  expense  of  statistical   considerations.     For  such  appraisals  one 
must  ask,  Where  is  the  proof?    Are  the  techniques  consistently  measuring  the  functions  that  were 
desired  to  be  measured?    When  reproduced,  how  accurately  will   the  behavior  be  measured?     The  best 
answers  are  to  be  found   in  the  computation  of  validity  and  reliability  coefficients.     This  evidence 
will    lead  to  the  development  of  theory  on  a  sound  basis.     It   is  quite  possible  that  the  current  dis- 
crepancies  in  theoretical   orientation  stem  from  lack  of  technical   unity   in  vocational  rehabilitation. 

There  is  a  conspicuous   lack  of  normative  data  accompanying  the  results  of  these  evaluations. 
Interpretations  based  upon  age,  education,  disability,  sex,  and  occupational    level  would  give  a  rich 
understanding  of  the   individual.     Lacking  such  comprehensive  data,   the  evaluations  generally  are  re- 
duced to  clinical   judgments,   such  as   inferior,  average,  or  superior.     Therefore,    it   is  imperative 
that  we  know  just  what  average  performance   is  on  a  specific  work  task.     According  to  current  prac- 
tices, this  would  depend  upon  the  type  of  setting  and  training  of  the  examiner,  with  the  judgments 
rarely  being  based  upon  rigidly  defined  traits  of  an  appropriate  reference  group. 

Technical   propositions  of  theoretical    importance  ultimately  have  to  be  considered   in  terms  of 
practical   application.     The  realistic  recognition  of  economy  factors   is  needed  as  much  as  validity 
and  reliability  in  measurement  theory  and  practice.      It   is   indeed  a  unique  rehabilitation  agency 
that  can  afford  a  work-task  unit  which   is  comprised  of  job  samples  representative  of  the  major 
occupational   families.     Moreover,   rehabilitation  workers  well-trained   in   industrial  work  methods 
are  virtually  nonexistent. 

Psychologists  who  have  appraised  the  merits  of  situational   and  miniature  testing  programs  note 
several   relevant  conclusions.     Super   (6),  pointing  out  that  there  are  a  number  of  unknown  psycho- 
logical  variables  entering  evaluations  of  this  type,  states: 

it   is  clearly  more  practical   to  analyze  each  occupation  or  activity  into  its 
important  component  factors,  develop  relatively  independent  tests  of  each  factor 
or  aptitude,  validate  each  of  these,  and  weigh  each  test  for  each  occupation 
according  to  its   importance   in  that  occupation.     This  makes  possible  testing 
for  a  large  number  of  occupations  with  a  relatively  small   number  of  tests. 

He  also  mentions  the  use  of  testing  materials  which  are  concrete  and  which  possess  the  charac- 
teristics of  an  everyday  activity.     Such  materials  when  combined   into  a  performance  test  are  thought 
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to  be  meaningful   to  most  people.     In  this  same  context,  Thorndike  and  Hagen  (7)  consider  that  situa- 
tional tests  require  evidence  to  demonstrate  their  practical  value  statistically  and  financially. 
Such  verification  found  lacking,   they  regard  situational    testing  as  an  area  for  research  rather  than 
a  proven  tool   for  personnel  evaluation. 


The  Original  Unit:     Guidance  Test  Class  1 


From  this  technical  orientation,  the  discussion  to  follow  presents  essentials  of  an  evaluation 
program  developed  for  a  residential  chronic  disease  population.     Two  developmental   phases  are  covered 
in  the  transition  from  a  loosely  structured  schedule  to  the  current  standardized  procedure.     For  pur- 
poses of  convenience,  these  phases  have  been  defined  as  the  original  program  and  the  refined  program. 
Each  approach  used   is  considered  with  regard  to  the  setting,   the  population,  and   its  merit   in  evaluat- 
ing capacity  for  work. 

The  findings  are  from  a  population  of   in-patients  with  various  chronic  neurologic  and  orthopedic 
conditions.     In  this  group  typical  personal -soc i al  characteristics   include   irregular  employment  his- 
tory at  or  below  the  semiskilled  level,   low  academic  achievement,   loose  family  organization,  financial 
support  from  a  welfare  program,   intellectual  capacity  in  the  dull -normal  to  low-average  range,  and 
alcoholism.     All   had  adequate  physical    recovery  for  employment  which  ranged  from  sheltered  shop 
placement  in  the  hospital   to  competitive  jobs  in  the  community.     Accordingly,  such  persona  1 -soc i a  1 
factors  and  the  shop's   industrial  operations  transformed  a  permissively  organized  evaluation  program 
into  a  standardized  specific  procedure. 

Evaluations,  prior  to  the  formalized  industrial  operations,  were  conducted  in  a  special  unit 
known  as  the  Guidance  Test  Class   I   and  supervised  by  an  occupational   therapist  and  a  vocational 
counselor.     This  procedure  was  designed  to  explore  vocational  abilities,   interests,  aptitudes,  and 
trainability  by  means  of  standardized  vocational   tests  and  actual  work  tasks.     The  work  tasks  were 
samples  of  occupations  that  existed   in  the  hospital   and   in  certain  skilled  trades  and  for  which 
there  appeared  to  be  a  demand   in  competitive  industry.     These  representative  activities  covered 
clerical  work,  power  sewing  machine  operation,  woodworking-power  tool  operating,  and  light  assembly- 
bench  jobs.     The  tasks  were  not  presented   in  any  systematic  manner;  the   individuals  were  assigned  to 
these  tasks  not  in  respect  to  ability  but  according  to  availability  of  the  tasks.     Performance  was 
appraised  on  a  qualitative  basis  with  much  attention  devoted  to  personal -soc i al  factors  rather  than 
to  total  potential  for  work. 


Interspersed  with  the  work  tasks  were  standardized  paper-and-penc i 1  tests.  This  battery  of 
tests  came  under  the  following  broad  categories:  interest  inventories,  personality  inventories, 
clerical  aptitudes,  mechanical  comprehension,  and  manual  dexterities.  Although  the  major  use  of 
this  battery  was  data  collection  for  the  modification  of  existing  tests  and  for  the  construction 
of  new  tests,  the  results  had  limited  practical  use. 


Conceding  the  highly  restricted  nature  of  generalizations  from  the  quantitative  performance,  we 
scrutinized  the  qualitative  aspects.     Each  aptitude  test  was  analyzed  for  speed  and  accuracy  and 
judgments  made  accordingly.     It  was  believed  that  this  information  would  aid  in  objectifying  the  work 
task  evaluations  and  in  making  appropriate  shop  placements.     However,   these  procedures  were  success- 
ful for  only  a  small  proportion  of  the  clientele. 

The  program  lacked  sufficient  thoroughness  to  permit  an  accurate  appraisal  of  skills  of  those 
individuals  who  were  not  at  the  opposite  extremes   in  performance  on  the  various  tasks.     That   is,  the 
evaluation  of  only  clients  who  were  very  poor  or  very  good  on  all   tasks  pointed  up  one  of  the  inade- 
quacies of  the  unit  and  posed  a  problem  as  how  to  conduct  valid  appraisals  on  our  highly  diversified 
population.     This  problem  came  sharply  into  focus  when  the  supervisors  noted  wide  discrepancies 
between  actual   shop  performance  and  work  task  results.     On  the  basis  of  this  situation  an  attempt 
was  made  to  obtain  data  which  would  give,  for  example,  a  sound  evaluation  of  the  hemiplegic,  and  yet 
permit  him  to  be  compared  quantitatively  with  his  primary  reference  group. 


Program  Refinement:     Guidance  Test  Class  II 


With  structural   and  content  changes  a  new  type  of  unit   (2)  came  into  existence,  which  narrowed 
the  discrepancies  between  behavior  observed   in  the  shop  and  performance  on  the  tests.     To  achieve 
this,  certain  conceptual  changes  were  necessary.     The  primary  concern  shifted  from  the  best  job  a 
client  performed  to  the  highest   level   at  which  he  performed.     This  change  led  to  a  method  of  presen- 
tation based  upon  the  difficulty  of  each  task  as  ranked  by  the  supervisors.     In  addition,  one 
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standardized  test  with  modifications  to  suit  local   needs  was   included  to  obtain  a  measure  of  visual- 
perceptual  organization. 

Total   performance  was  treated  statistically  to  yield  a  score  designated  as  "Work  Quotient." 
This  measure  reflected  six  equally  weighted  categories:     the  ability  to  learn,   the  ability  to  pro- 
duce, and  the  number  of  production  rejects,  a  v i sual -perceptual  organization  score,  work  habits,  and 
independence  from  supervision  ratings.     The  split-half  reliability  coefficients  of  these  categories 
were  .92,   .95,   .88,   .96,   .66,   .65,  respectively.     All  of  these  coefficients  were  significant  beyond 
the  .01    level  of  confidence.     By  correlating  the  "Work  Quotients"  with  quantified  ratings  of  job 
performance,  a  validity  coefficient  of   .63  was  obtained.     This  coefficient  was  also  significant 
beyond  the  .01    level   of  confidence.     Thus,   reliability  and  validity  of  the  "Work  Quotient"  indicated 
that  the  scoring  of  clients'  work  capacities  was  possible  by  objective  methods  and  that  these  scores 
would  distribute  clients   in  a  meaningful  manner  along  a  continuum  of  work  levels  from  high  to  low. 

Due  to  the  practical   considerations  of  time,  expense,  and  statistical  justification,  Guidance 
Test  Class   II  was  replaced  by  the  TH0MA5AT   (5),  an  experimental   technique  designed  to  appraise 
cognitive-motor  functions  relevant  to  Jobs  performed   in  the  sheltered  workshop.     It   is  used   in  con- 
junction with  select  psychometric   instruments   in  making  the  vocational  evaluations.     This  performance 
scale  has  been  standardized  on  a  chronically  disabled  population   in  our  hospital   and  takes  approxi- 
mately one  hour  to  administer.     Consequently,  staff  time  spent   in  conducting  these  appraisals  was 
reduced  by  nearly  90  percent.     In  addition,  costs  of  maintaining  the  evaluation  unit  were  considerably 
reduced.     The  THOMASAT  was  found  to  correlate  .94  with  the  "Work  Quotients"  from  Guidance  Test  Class 
II.     This  highly  significant  relationship  indicated  that  these  two  methods  were,   to  a  great  extent, 
encompassing  the  same  functions. 

Therefore,  utilizing  the  psychometric  approach  has  resulted  in  a  more  efficient  handling  of 
client  problems.  For  these  individuals,  once  their  work  level  has  been  determined,  the  specific 
work  content  has  only  relative  significance. 

Summary 

Progress   in  psychometric  theory  has  advanced  to  a  level  where  fundamental   technical  procedures 
should  be  observed   in  discussions  of  vocational   testing  programs.     These  procedures  considerably 
enhance  the  value  of  evaluatory  devices  as  aids   in  making  predictive  statements.     In  vocational 
rehabilitation,  however,   the  most  common  practice   is  the  use  of  actual  work  tasks  and  qualitative 
scoring  methods  to  determine  a  client's  capacity  for  job  placement  or  training.     This  approach  has 
created  the  rather  widespread  use  of  clinical   assessment  based  upon  factors  other  than  standards 
from  appropriate  reference  groups. 

A  research  project,  conducted  on  a  residential   chronically  disabled  population,   found  its 
evaluation  program  to  be  inadequate  when  the  results   lacked  experimental  evidence.  Refinement 
in  methodology  based  upon  experimental   procedure  produced  an  evaluation  program  in  which  clients' 
abilities  could  be  meaningfully  distributed  along  a  continuum.     In  this  program,  norms  based  upon 
the  primary  reference  group  gave  a  better  understanding  of  clients  and  a  more  efficient  handling 
of  the i  r  probl ems . 
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PART  VI  I 


PLACEMENT  AND  EMPLOYMENT 


Whether  the  rehabilitation  counselor  should  be  a  placement  specialist  has  been  a  matter  of  some 
discussion.     On  the  one  hand,   it  is  emphasized  that  placement  in  employment  is  the  goal  of  vocational 
rehabilitation,  and  that  therefore  it  is  a  part  of  the  process  which  should  not  be  separated  from  the 
preceding  stages.     Not  only  should  the  counselor  have  the  satisfaction  of  placing  a  client,  but  he 
should  have  his  counseling  tempered  by  the  realities  imposed  by  the  practical  problem  of  placement. 

On  the  other  hand,   it  is  pointed  out  that  placement  in  a  complex  industrial  society  such  as  ours 
is  a  highly  specialized  process  requiring  specialized  training  and  skills.     For  a  person  to  be  able 
to  do  a  good  Job  of  placement  it  is  necessary  that  he  devote  full   time  to  the  Job  of  keeping  up  with 
developments  in  the  field  and  keeping  in  touch  with  potential  employers.     A  counselor,  with  all  his 
other  duties  and  functions,   is  unable  to  do  this.     He  becomes  interested  in  placement  only  when  he 
has  a  particular  client  to  place,  and  may  be  tempted  to  place  him  in  the  most  available  job  rather 
than  search  for  the  most  appropriate  job.     As  a  matter  of  fact,  surveys  show  that  counselors  actually 
place  a  minority  of  their  clients;  the  majority  find  their  own  Jobs  or  are  placed  by  other  persons  or 
agencies.    The  counselor,  of  course,  may  be  of  considerable  assistance  in  preparing  the  client  for 
such  placement. 

As  in  many  such  problems,  the  answer  is  in  between  the  extremes.    While  it  is  true  that  place- 
ment is  a  field  in  which  specialists  are  required,  the  counselor  also  has  a  responsibility  in  place- 
ment.   Not  only  must  he  be  conscious  of  placement  as  the  ultimate  goal,  but  he  must  cooperate  and 
work  with  placement  specialists  throughout  the  counseling  process,  and  particularly  during  the  choice 
of  a  vocational  objective. 

Public  Law  565  provided  for  the  cooperation  and  assistance  of  the  public  employment  services  in 
the  placement  of  the  handicapped.     Each  State  or  Federal  employment  office  is  required  to  designate 
at  least  one  person  whose  duties  shall   include  the  "promotion  and  development  of  employment  oppor- 
tunities for  handicapped  persons."    Counselors  in  the  State  rehabilitation  and  Veterans  Administration 
programs  work  closely  with  these  employment  placement  specialists. 

The  present  section  includes  papers  which  relate  to  the  counselor's  responsibility  in  placement 
by  dealing  with  some  of  the  factors  and  background  information  with  which  the  counselor  should  be 
familiar.     It  does  not  include  specialized  or  technical  discussions  of  job  analysis  and  Job  modifica- 
tion for  disabled  individuals.     This  is  an  area  in  which  the  counselor  should  be  cautious,  unless  he 
has  had  special  training.    While  it  may  be  necessary  at  times  to  engineer  a  job  to  suit  the  residual 
abilities  of  a  client,   it  must  be  recognized  that  such  a  procedure  results  in  limiting  the  mobility 
of  the  employee  among  jobs. 
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THE  COUNSELOR  AS  PLACEMENT  SPECIALIST 


Gerald  F.  Lambert 


In  any  discussion  of  the  techniques  of  selling  the  handicapped  worker  to  the  employer  it  is  pre- 
sumed that  all  the  prerequisite  steps  in  guidance,  planning,  and  the  supplying  of  pre-employment 
needs  have  been  completed.     Under  the  present  system  of  state-federal  vocational   rehabilitation  serv- 
ices, these  preliminary  steps  have  been  taken  under  the  supervision  of  an  individual  rehabilitation 
counselor  and  it  is  safe  to  assume  that  in  applying  a  selling  technique  he  has  met  the  first  require- 
ment of  the  trade:     he  "knows  his  product."    He  has  made  a  mental  or  written  listing  of  the  charac- 
teristics of  his  client  —  the  "product"  he  is  engaged   in  selling  —  and  he  has  recorded  certain  vital 
information  which  he  knows  will  be  required  by  any  potential  employer: 

1.  Identifying  information:     descriptive  factors  of  age,  height  and  weight,  appearance, 
and  personal  characteristics. 

2.  The  knowledge  and  abilities  of  his  client  as  acquired  by  experience  or  t ra i n i ng— or  , 
in  the  absence  of  experience  or  training,  his  client's  aptitudes  or  capacity  for 
performance  of  routine  tasks. 

3.  A  physical  capacities  appraisal   toned  to  the  positive  factor  of  capabilities  rather 
than  the  negative  factor  of  limitations. 

It  will  be  noted  that  the  rehabilitation  counselor  is  here  by  implication  represented  as  a  pro- 
fessional person  of  rather  high  qualifications.     This   I   firmly  believe  to  be  the  status  of  a  good 
rehabilitation  counselor.     I  have  pointed  out  to  you  an  individual  qualified  to  review  and  interpret 
medical   information  in  the  light  of  physical  and  mental  abilities  as  applied  to  performance  on  a 
potential  job;  an  individual  qualified  to  review  and  interpret  scholastic  records,  psychometric  and 
aptitude  tests,  work  experience  or  knowledge  acquired  by  training,  and  able,  by  his  interpretation 
of  these  factors  to  his  client,  to  educe  from  him  a  choice  of  an  area  of  employment  acceptable  to 
the  client;  an  individual  who  has,  by  applying  certain  accepted  techniques  or  by  supplying  certain 
needs,  led  his  client  to  the  threshold  of  employment. 

Having  digressed  to  explain  what  may  be  called  the  subj  ect  i  ve  techn  i  ques  —  those  used  by  the 
counselor  to  advance  his  client  to  the  point  where  he  is  ready  for  placement--!  now  return  to  my 
subject  and  add  to  the  requirement  of  the  good  rehabilitation  counselor  further  qualifications  which 
we  may  refer  to  as  the  object  i  ve  techniques.     Actually,   these  techniques  have  nothing  to  do  with  the 
relationship  between  the  counselor  and  the  handicapped  person.     Rather,   they  represent  the  other  side 
of  the  rehabilitation  picture,  that  which  concerns  the  relationship  of  the  counselor  with  the  indus- 
trial area  he  serves.     He  must  know  this  industrial  area  intimately,  know  the  types  of  industry  and 
commercial  enterprise,  know  the  fluctuations  of  the  labor  market   in  his  area,  and  know  the  hiring 
policy  of  the  individual  firms  he  plans  to  solicit.     Even  as  the  salesman  knows  not  only  the  charac- 
teristics of  his  product  but  also  the  needs  of  his  customer,  so  must  the  placement  specialist  know 
not  only  the  capacities  of  his  client  but  also  the  demands  of  prospective  employers. 


Sources  of  Information 


The  term  occupational   analysis  best  describes  the  area   in  which  this  knowledge  lies.     To  the 
placement  specialist   it  means  learning  the  specific  tasks  required  of  a  given  occupation,  together 
with  the  knowledge  and  skills  needed  for  the  performance  of  the  task.     It  means,    in  addition,  learn- 
ing the  physical  demands  of  the  occupat i on— mak i ng  an  analysis  of  the  actual   activities  of  standing, 
walking,  sitting,   reaching,  fingering,  et  cetera,    involved   in  performing  the  specific  tasks. 

This  occupational  analysis  information  you  may  acquire  in  either  of  two  ways.  First:  you  may 
ask  an  employer  if  you  may  watch  the  prospective  operation  and  by  your  own  observation  appraise  the 
ability  of  your  client  to  perform  it.  This  method  will  actually  be  necessary  with  certain  manufac- 
turing processes  which  are  peculiar  to  a  given  area  or  industry,  or  in  small  industries  not  employing 
large-scale  production  methods.  Second:  In  the  far  larger  area  of  standardized  production  techniques 
you  may  acquire  your  information  from  published  aids,  most  of  which  have  been  compiled  on  the  basis 
of  federally  sponsored  job  analyses  performed  by  a  group  of  technical  experts. 


Reprinted  from  the  Journal  of  Rehabilitation,  1952,  18(4),  3-6,  29-30  w i th  the  perm i ss i on  of 
the  author  and  publisher. 
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Beginning  earlier  but  receiving  most  of   its   impetus   in  the  late  30 1 s  and  early  *+0  1  s  ,   the  U.  S. 
Department  of  Labor,  Workers  Analysis  Section,  compiled  a  tremendous  catalogue  of  vital   job  informa- 
tion and  from  this  statistical   stockpile  has  published  many  valid  aids  to  the  establishment  of  a 
definite  relationship  between  the  worker  and  the  job.     Not  all   of  these  relationships  are  applicable 
to  selective  placement,  but  let  me  recite  just  a  few  that  are. 

1 .  Job  definitions  as  described   in  Part   I  of  the  Diet  ionary  of  Occupat  i onal  Titles . 

2.  Job  descriptions  as  published  for  certain  given   industries.     A  large  number  of 
industries  have  already  been  covered. 

3.  Job  families  which  shows   the   interrelationship  between  jobs. 

k..     The  "Entry  Occupational   Classification"  structure  as  set  up   in  Part   IV  of  the 
D  i  ct  i  onary  of  Occupat  i  onal  Titles. 

Let  me  take  the  time  to  explain  how  just  one  of  these  aids  may  be  used  to  furnish  you  with  a 
lead  to  the  development  of  a  specific  job  for  a  specific  person.     You  have  a  young  man,  with  ambula- 
tion extremely  limited,  who  must  be  employed   in  a  sedentary  occupation.     While  hospitalized   in  a 
school   for  handicapped  children  he  has  been  given  training   in  watch  repairing,  on  the  basis  of  his 
aptitudes  but  without  specific  plan  for  his  placement   in  that  specific  occupation.     You  find  no 
opportunity   in  the  area  of  his  residence  for  employment  as  a  watch  repairman  nor   is   it  practical  for 
him  to  establish  his  own  business.     How  then  can  you  utilize  the  skills  he  acquired   in  such  training 
in  some  related  field  of  employment?     You  know  he   is  trained   in  the  use  of  small   tools,    in  handling 
and   inserting  small   parts,    in  adjusting  mechanism,  and   in   inspecting  his  finished  work  for  precision. 
Choosing  two  of  these  techniques  and  referring  to  your  D  i  ct  i  onary  you  will   find  under  the  titles 
"Adjuster"  and  "Inspector"  many  leads  to  jobs  for  which  your  client  has  the  basic  qualifications. 
It  only  remains  to  determine  whether  there   is   in  your  area  an   industry  which   it  seems  reasonable 
to  approach  for  the  job.      I  will    leave  this  example  for  the  moment  and  return  to  it   later  to  show 
how  such  a  device  may  result   in  actual  placement. 

Whether  you  have  acquired  your   information  by  observation  or  by  reference  to  one  of  the  mentioned 
aids  you  will    find   that  you  have   learned  enough  about   the  particular  job  or   industry  to  enable  you  to 
make  an   intelligent  approach  to  the  employer,  whether  you  are   interviewing  the  personnel   executive  of 
a  large  firm  in  his  well-appointed  office  or  talking  to  the  self-made  owner-foreman  of  a  small  indus- 
try, who  must  continue  his  production  supervision  even  wh  i 1 e  he  gives  you  a  few  minutes  of  his 
precious  time. 

Equipment  Unique 

Perhaps  you  will    tell  me  that  this   is  too  much  to  expect  of  the  vocational    rehabilitation  coun- 
selor.    In  rejoinder   I  will   say  that  unless  you  can  talk  to  the  prospective  employer   in  the  terms  of 
his  trade,  unless  you  can  satisfy  him  that  you  visualize  the  job  for  which  you  are  referring  your 
client,  and  unless  you  can  convince  him  that  you  are  offering  him  an  asset  and  not  a  liability,  you 
cannot  succeed  as  a  placement  specialist. 

You  can  be  sure  that  from  an  occupational   standpoint  you  know  more  about  the  handicapped  person 
than  any  other   individual  with  whom  he  has  had  contact,   because  you  are  the  only  one  who  has  dealt 
with  al 1  of  the  factors  necessary  to  assist  him  in  his  occupational   goal.     Need   I  explain  this?  The 
doctor  has  given  you  medical    information.     He   is  much  too  busy  a  person  to  be  concerned  with  his 
patient's  social   or  employment  problems.     The  social  worker  may  have  provided  you  with  much  valuable 
information  regarding  family  background  and  social   characteristics;  but  she   is  not  expected  to  know 
the  requirements  of   industry.     The  physiotherapist,  occupational    therapist,  psychomet r i s t ,  and  even 
the  trainer  have  had  an   integral   part   in  the  preparation  of  your  client;  but  each  one  must  be  most 
concerned  with  his  own  specialty.     You,   the  vocational   counselor,  have  molded  all   of  this  informa- 
tion and  service   into  the  planned  objective,  and   if  selective  placement   is  still   required  you  are 
the  person  best  qualified  to  sell   your  handicapped  worker  to  the  employer. 

The  System  Does  Work 

Permit  me,  by  way  of  exposition,   to  cite  a  few  cases   in  which  these  objective  techniques  have 
been  employed  with  success. 
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First,   let  us  return  to  the  young  watch  repair  trainee  for  whom  we  are  seeking  work  related  to 
his  training  in  order  to  provide  him  with   immediate  and  steady  income.     In  the  D  i  ct  i  onary  under 
"Adjuster"  we  note  that  the  title   is  used   in  electrical,   furniture,  machine  shops,  musical  instru- 
ment and  typewriter  manufacturing  industries.     One  of  these   immediately  stands  out:     the  electrical 
equipment   industry.     We  have   in  our   industrial   area  a  score  of  plants  manufacturing  various  types  of 
electrical  equipment  or  component  parts.     We  are  looking  for  one  that  employs  the  use  of  small  tools 
and  hand  skills,  one  in  which  the  employer  cannot  meet  his  needs   from  the  large  group  of  electrical 
assemblers.     After  due  consideration,  we  decide  to  concentrate  on  the  firm  which  manufactures  elec- 
trical  relays.     We  have  previous  knowledge  of  this  firm  and  know  that  the  relays  are  used   in  connec- 
tion with  a  photo-electric  cell   and  require  hand  adjustment  of  tension  springs.     Can  our  trainee  who 
has  been  working  with  the  intricate  hairspring  of  a  watch,    insert  and  adjust  a  much  larger  spring  in 
a  relay?    To  use  the  vernacular,  we  think  the  job  would  be  "duck  soup"  for  him. 

And  now  we  approach  the  employer.     We  talk  first  of  all  with  the  personnel  manager.     We  mention 
the  specific  job  and  ask  "Where  do  you  find  the  adjusters  who  do  the  intricate  work  of  setting  the 
relay  tension?"    He  will  most  probably  then  tell  you  his  troubles  and  you  realize  you  have  hit  the 
right  spot.     He  will   probably  say  "That  is  one  of  my  biggest  headaches.     We  pay  more  money  for  that 
job  than  the  others,  but   it   is  tedious  work  and  most  of  the  assemblers  don't  want  to  even  try  it. 
We  have  to  keep  four  adjusters  working  to  handle  the  relays  coming  off  the  production  line.     We  have 
quite  a  turnover  and  we  are  constantly  looking  for  assemblers  who  can  be  made  into  adjusters." 

This  is  your  cue.     You  have  a  young  man  who  has  been  trained  and  likes  such  detail  work;  in 
fact,  the  operation  is  not  nearly  as   intricate  as  what  he  is  accustomed  to  do.     You  think  your  young 
man  could  learn  the  specific  task  in  much  less  than  the  thirty  days  the  firm  usually  uses  to  try  out 
a  new  adjuster.     Furthermore,  your  client   is  handicapped  and  can't  be  constantly  running  away  from 
his  bench.     "By  the  way,"  you  say,  "is  there  any  reason  why  you  cannot  use  a  paraplegic  person  on 
such  work?"    And  this  time  you  get  a  favorable  answer:     "As   long  as  the  person  can  get  to  the  door 
of  the  plant  we'll  see  that  he  gets  to  the  bench." 

And  now  comes  the  delay  you  anticipated.     The  personnel  manager  wants  to  talk  to  the  room  fore- 
man and  the  superintendent.     You  make  one  last  request:     Let  me  bring  this  young  fellow  to  the  plant 
so  that  the  foreman  can  see  for  himself  what  the  young  man  can  do.     You  wait  a  week,   ten  days,  and 
perhaps  do  a  little  prodding  and  finally  you  have  your   interview  with  the  foreman.  incidentally, 
the  superintendent  stands  observantly  near  at  hand,  and  you  are  somewhat  amazed  at  the  type  of  inter- 
view.    The  foreman  starts,  "Well  young  man,  Mr.   Blank  tells  me  you  think  you  could  adjust  relays. 
This   is  a  relay.     Do  you  know  how  it  works?"    The  answer   is  an  honest  No.     "Well--when  an  electric 
current  passes  through  this  coil,    it  puts  pressure  on  this  spring  and  closes  a  circuit.     This  spring 
must  be  inserted  and  bent  just  so  far,  so  that   it  will  make  contact  when  moved.     Do  you  think  you 
can  do  it?"    The  reply  surprises  you  a  little  too,  as  the  young  man  says,   "Mister,    1  don't  think  you 
have  ever  seen  the  inside  of  a  watch.     This  spring   is  as  big  as  those  in  an  alarm  clock  and  we  con- 
sider that  rough  work." 

Let's  cut  the  story  short.  The  interview  took  five  minutes,  the  superintendent  nodded  his 
assent,  and  the  boy  was  hired.  The  terms:  the  regular  job  rate,  no  concessions  because  of  the 
handicap,  and  thirty  days  in  which  to  meet  the  production  rate. 

I  don't  think  I  need  to  tell  you  that  this   is  an  actual   case.     The  boy  made  the  production  rate 
in  much  less  than  the  thirty  days  and  has  established  a  good  record  which  will  offer  job  opportuni- 
ties to  other  boys  who  have  received  the  same  type  of  training.     As  the  production  expands--as  it 
will  with  this  firm — they  will    look  for  the  qualified  handicapped  person  for  this  particular  job 
because  our  young  man  did  a  better  job  than  his  nonhand i capped  counterpart. 

Let  me  cite  a  second  example.     A  young  man  has  lost  his  arm  at  the  shoulder,  and  the  employer 
wishing  to  re-employ  him  has  called  you   in  for  advice  regarding  his  assignment  to  a  new  job.  Your 
client  was  a  crane  operator  and  certainly  cannot  return  to  this  job.     The  firm  employs  2500  people, 
but  what  use  can  be  made  of  this  person  who  from  their  standpoint   lost  all   his  known  skill  when  his 
arm  was  amputated?     You  delve  into  his  background.     You  find  that  he   is  a  high  school   graduate  and 
that  he  obtained  good  marks   in  the  scientific  course.     You  find  that  he  took  the  job  as  a  crane 
operator  because  he  needed  a  job  and  that  one  paid  good  money.     Although  he  worked  fifteen  years  on 
that  job,  he  never  lost  his   interest   in  science.     You  suggest  to  him  and  then  to  the  firm  that  he  be 
tried  out  in  the  paper  laboratory  as  an  assistant.     Result:     another  success  story.     During  the  first 
six  months  of  his  re-employment  your  client  helped  himself  by  studying  up  on  his  mathematics  and 
chemistry  and  with  the  blessings  of  his  employer  was  accepted   in  an  evening  college  of  chemical 
engineering.     He  has  been  back  at  work  eighteen  months  now,    is  pursuing  his  studies,  and   is  being 
recognized  by  his  employer  as  a  future  engineering  technician.     I    th i nk  a  case  such  as  this   is  indi- 
cative of  the  fact  that  employers  will   accept  your  techniques  with  reference  to  new  employees  when 
they  request  your  services   in  the  rehiring  of   injured  workers. 
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In  brief  summary  of  these  objective  techniques  let  me  suggest  a  few  good  rules 


1.  Have  an  intelligent  understanding  of  the  requirements  of  the  job  you  are  seeking 
for  you r  client. 

2.  Approach  an  employer  for  a  specific  job  and  for  a  specific  client.     Do  not  solicit 
openings  for  handicapped  workers   in  general,  because  you  will   not  be  able   in  most 
cases  to  fill   their  needs. 

3.  Talk  to  the  person  who  will   actually  do  the  hiring,  whether   it  be  the  department 
foreman,   the  superintendent,  or  the  personnel  manager. 

This  selective  placement  technique   is,  of  course,  not  needed   in  all   cases.     Many  of  your  clients 
properly  prepared  will  obtain  their  own  jobs  or  be  placed  by  their  trainors.     Many  more  will   be  placed 
by  the  public  employment  office.     But  for  those  for  whom  acceptance  of  a  visible  handicap  by  the 
employer   is  an   important  factor,   these  techniques  should  be  of  value. 


Points  to  Guard 


In  conclusion   I   should  like  to  comment  briefly  on  two  phases  of  publicity  related  to  the  hiring 
of  handicapped  workers  to  which  I   take  some  exception. 

1.     There  is  so  much  stress  placed  upon  the  employment  of  handicapped  workers   in  defense  indus- 
try that  the  very  emphasis  on  this  source  of  employment  tends  to  lead  us  astray  from  the  basic  concept 
of  vocational   rehabilitation.     Defense  industry  as  such,  departs  from  the  usual   standards  of  produc- 
tion by  reducing  occupations  to   individual   tasks   in  order  to  meet  mass  production  schedules.  Although 
it   is  an  adequate  hiring  opportunity  for  many  handicapped  who  are  so  limited  that  they  can  perform 
only  routine  repetitive  tasks,    it   is  only  building  up  future  and  more  complex  problems  to  try  to  fit 
all   of  our  handicapped   into  the  category  of  defense  workers.     Sad   is  the  disillusionment  when  a 
handicapped  person  realizes  he   is  employable  only   in  time  of  national   stress.     It   is  still  sound 
vocational   rehabilitation  to  place  our  handicapped  workers  according  to  their  abilities  and  capa- 
bilities and  to  consider  the  defense  production  needs  only  as  a  coincidental  demand  for  needed  new 
workers . 

My  second  comment   is  on  the  question  asked  of  so  many  employers:     Will   you  hire  the  handicapped? 
What  does  the  question  mean?     Does   it  mean,  "Will   you  hire  them  because  they  are  handicapped?"  Does 
it  mean,  "Will  you  hire  them  out  of  sympathy?"     Does   it  mean,  "Will  you  hire  the  handicapped  regard- 
less of  his  qualifications  as  a  worker?"     I   think  the  employer  gives  an  adequate  answer  who  says, 
"No,    I  won't  hire  the  handicapped,  but   I  will   hire  any  qualified  machinist  or  assembler,   shipper  or 
clerk,   technician  or  laborer,  who  can  do  my  work,  get  to  my  place  of  business,  and  meet  the  standards 
of  my  production  schedule;  and   I   don't  care  whether  he   is  handicapped  or  not." 

Regardless  of  the  disability,  every  handicapped  person  has  certain  employable  assets.  Offer 
these  assets   intelligently  to  the  employer  and  you  will   have  a  satisfactory  sales  record. 
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PRINCIPLES  AND  TECHNIQUES  OF  PLACEMENT 


Raymond  J.  Wuenschel 
and  John  E.  Brady 

The  principles  and  techniques  here  set  forth  are  basic  in  the  placement  field,  but  they  must  be 
modified  in  accordance  with  the  individual  environment  in  which  the  placement  service  is  operated. 
Factors  such  as  the  size  of  the  community,  the  nature  of  its  employment  opportunities,  the  type  of 
client  served,  and  the  agency  structure  in  which  the  service  is  given  necessitate  variances  in  prac- 
tice.   The  program  described  has  been  in  operation  for  some  years  at  the  Detroit  League  for  the 
Handicapped,  a  private  voluntary  organization  specializing  in  the  social  and  vocational  rehabilita- 
tion of  the  severely  physically  disabled.     The  caseload  of  this  agency  consists  primarily  of  individ- 
uals with  eye,  ear,  orthopedic,  cardiac,  tubercular,  and  epileptic  disabilities.     It  offers  a  total 
vocational   rehabilitation  service  which,   in  addition  to  placement,   includes  testing,  prevocat i onal 
training,  and  vocational  counseling. 

The  Placement  Service 


Placement  is  the  final  phase  of  the  vocational   rehabilitation  process.     It  is  the  bridge  by 
which  the  individual  passes  from  the  preparatory  diagnostic,  therapeutic,  and  supportive  services  to 
the  competitive  work-life  of  the  community.     This  step,  representing  the  achievement  of  the  ultimate 
goal  of  the  program,  can  occur  only  when  a  specified  set  of  circumstances  exist  simultaneously.  A 
competitive  job  must  be  open.     A  qualified  disabled  applicant  who  wants  the  job  must  be  available. 
The  individual  who  controls  the  selection  of  applicants  for  the  job  must  be  willing  to  consider  a 
disabled  worker  on  the  basis  of  his  qualifications.     The  basic  functions  of  the  placement  specialist 
are  to  persuade  the  employer  to  be  receptive  to  hiring  the  disabled;  to  know  thoroughly  the  qualifi- 
cations of  the  clients  with  whom  he  works;  and  to  be  able  to  bring  worker  and  employer  together  when 
a  suitable  employment  opening  occurs. 


The  Qualified  Disabled  Applicant 


Essentially  the  placement  specialist  is  a  salesman,  selling  management  the  idea  that  selectively 
placed,  qualified  disabled  workers  serve  both   its   immediate  and   its  long-range  self-interest.  Like 
other  effective  salesmen,  he  must  have  a  realistic  conception  of  the  product  with  which  he  works.  He 
must  know  its  strengths  and  weaknesses.     He  must  be  able  to  predict   its  performance  in  a  given  set- 
ting and  be  prepared  to  help  the  customer  to  learn  how  to  use  the  product  more  efficiently.     He  must 
feel  sure  of  the  worker  so  that  he  can  maintain  the  confidence  necessary  for  selling. 

Placement  failures  are  detrimental   to  the  disabled   individual.     Employers  who  have  experienced 
a  failure  to  perform  by  one  disabled  worker  are  inclined  to  generalize  the  fault  and  refuse  to  hire 
others.     Because  of  the  inestimable  damage  done  to  future  opportunities  for  the  disabled  by  failures, 
the  service  operates  on  the  basis  that   it   is  better  not  to  fill  a  job  opening  at  all   than  to  place  a 
client  whose  success   is  doubtful.     This  policy  does  not  preclude  the  marginal  worker,  because   in  a 
selective  setting,  where  the  employer  fully  understands  the  possibility  of  failure  beforehand,  a 
calculated  risk  may  be  taken  without  a  detrimental  effect. 

The  disabled  worker  is  not  easy  to  know  in  terms  of  those  facets  of  his  total   personality  that 
affect  employment.     The  placement  specialist   is  dependent  on  the  testing,   training,  and  counseling 
sections  of  the  program  to  provide  him  with  the  detailed   information  he  requires  for  effective  place- 
ment.    As  this   information  cannot  be  reliably  obtained  soley  through  short  test  batteries  or  by  the 
interview  method,  a  period   in  the  prevocat i ona 1   training  department   is  established  as  the  minimum 
requirement  for  the  placement  service. 

The  placement  specialist  receives  referrals  for  competitive  placement  only  on  those  clients  who 
have  demonstrated  that  they  are  able  to  meet  the  general   demands  of  work.     They  must  be  able  to 
attend  regularly,  be  punctual,  produce  a  consistent  quality  of  work,  maintain  stable  relations  with 
fellow  workers  and  supervisors,  and  apply  themselves  while  on  the  job.     The  specialist   is  also  in- 
formed of  the  individual's  job  intelligence,  his  temperament,  and  the  nature  and  limitations  imposed 
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by  his  disability.     The  client  at  the  point  of  referral   has  been  brought  up  through  training  to  the 
highest  functioning  level   feasible.     The  vocational  counselor  has  worked  with  the  client   in  terms  of 
his  work  interests,  and  a  practical   goal   has  been  established. 

At  the  time  of   referral    for  competitive  work  the  placement  specialist  has  already  conducted 
several    interviews  with  the  client  to  establish  a  working  relationship.      In  these   interviews  the 
client   is   instructed   in  the  proper  method  of  filling  out  job  applications,  and  his  work  background 
is  discussed.     The  placement  specialist  explores  with  the  client   the  possibility  of  employment  help 
from  friends,   relatives,  or  former  employers.     He  observes  the  individual    in  an  on-the-job  setting 
during  the  prevocat i ona 1   training  program. 

The  placement  specialist  maintains  written  records  of  pertinent  material  about  the  client,  but 
interchange  of  information  with  coordinated  vocational  specialists  is  primarily  carried  on  verbally 
through  conferences,  consultations,  and  general  staff  meetings.  Immediately  prior  to  actual  selec- 
tion for  placement  on  a  specific  job  a  meeting  is  held,  attended  by  the  placement  specialist  and  all 
VR  specialists  who  have  worked  directly  with  the  client,  to  review  the  entire  record  and  determine 
the  client's  suitability  for  the  job. 


The  Employer 


The  placement  specialist  brings  to  the  attention  of  the   individuals  who  are   in  a  position  to 
use   it  the  value  of  the  product  that  he   is  trying  to  market.     His  potential  market   is  small.  It 
consists  of  those  personnel   directors,   supervisors,  managers,  or  owners  who  are  responsible  for 
hiring   in  the  individual   employment  setting.     To  accomplish  his  goal   he  utilizes  both  the  mass 
media  of  communication  and  the  direct   individual  approach. 

The  mass-medium  approach   is  used   in  the  hope  that  the  listener  or  reader  will   contact  the  place- 
ment specialist,  offering  to  explore  the  possibility  of  hiring  a  disabled  worker.      It  has  the  concur- 
rent value  of  laying  a  useful   educational   groundwork  for  a  later  direct  contact  with  the  employer  by 
familiarizing  him  with  the  general   problem.      It  has  the  disadvantage  of  not  permitting  stress  on  the 
employer's   individual   values  or  offering  opportunity  for  rebuttal   of   individual  resistance. 

Free  time  on  radio  and  TV  and  space   in  the  press  are  usually  available  on  a  public  service  basis. 
Much  of  the  mass  communication   is  wasted  unless  selectively  used.     Regardless  of  the  extent  to  which 
the  audience  becomes  sympathetic,   they  are   in  no  position  to  help  with  the  problem  because  most  of 
them  do  not  control   hiring.     For  this  reason  TV  and  radio  programs  are  used  which  are  of  particular 
interest  to  management.     The  spot  announcement  or  the  longer   interview-type  technique  is  most  common- 
ly used. 

The  business  and  financial  sections  of  newspapers  reach  a  high  proportion  of  suitable  readers. 
Articles  in  pertinent  trade  journals  are  generally  effective.  This  type  of  material  generally  con- 
tains a  descr i pt i  on  of  the  vocational   program  with  emphasis  on  success  stories. 

Talks  by  the  placement  specialist  to  service,  business,  and  trade  groups  are  an  important  means 
of  contact  with  significant  audiences.     The  placement  specialist  can  direct  his  remarks  concerning 
disabled  workers   to  the  common   interests  and  problems  of  the  group. 

The  most  effective   instrument  used   in  mass  communication,    in  terms  of  reaching  a  concentrated 
selected  audience,    is  the  monthly  bulletin.     This  material,  consisting  of  a  printed  description  of 
several   qualified  available  disabled  workers,    their  background,   and   the  work  at  which  they  are  able 
to  perform  competitively,    is  mailed  to  a  selected   list  of  known  employers,    including  all  who  have 
previously  used  the  placement  service. 

Other  methods    include  having   interested  businesses  mail   out  placement  material  with  their 
advertising  or  billing;   the  use  of  billboards;  and  agency- f i nanced  material   advertising  specific 
skills  of  clients    in  the  "Situations  Wanted"  section  of  the  newspapers.      In  all    forms  of  mass 
communication  the  name  of  the  organization  and  the  telephone  number  are  brought  repeatedly  to  the 
attention  of  the  reader  or  the  listener.     The  organization  and   its  placement  service   is  cross-listed 
in  the  telephone  directory  under  employment  agencies  as  well   as   in  the  general  classification. 

Direct  contact  between  the  employer  and  the  placement  specialist  results  from  the  mass-medium 
program  or    is  used  as  a  follow-up  to   it.     When  the  employer  takes   the   initiative   in  making  the 
contact  as  a  result  of  the  general   advertising,   he  has  already  decided  to  use  a  disabled  worker. 
The  role  of  the  placement  specialist,   then,    is  to  resolve  minor  questions  of  the  employer. 
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When  the  placement  specialist   takes  the   initiative   in  establishing  direct  contact,  his  selection 
of  employers   is  based  on  the  logic  of  who  controls  the  type  of  jobs  his  applicants  need.     He  starts 
with  the  employers  who  control   the  largest  number  of  jobs   in  the  employment  field   in  which  he  is 
interested,  because  the  probability  of  jobs  being  open   is  greater   in  larger  companies.     The  place- 
ment specialist  regularly  consults  the  want  ads  of  the  local   newspapers.     He  contacts  those  employers 
who  have  openings  of  the  type  his  clients  need.     He  uses  this  technique  because  he  knows  that  he  has 
a  qualified  applicant  for  a  job  which   is  currently  available  and  that  all    that  remains  for  him  to  do 
is  to  persuade  the  employer.     He  also  encourages  clients  whom  he  has  placed  to  keep  him  informed  of 
job  openings  that  they  become  aware  of   in  the  course  of  their  work. 

The  principal    instrument  available  by  which  the  placement  specialist  achieves  his  goal    is  per- 
suasive language.     Whether  he  uses  the  mass  or  the  direct  approach,  he  employs  the  same  techniques  as 
those  used  in  commercial   selling.     He  presents  the  disabled  worker  honestly,  neither  overstating  the 
worker's  abilities  nor  concealing  his  faults.     He  emphasizes  the  real   virtues  of  the  qualified  dis- 
abled worker   in  a  selected  job.     He  points  out  that  the   individual   has  been  carefully  screened  and 
is  known  to  be  ready,  willing,  and  able  to  work.     The  employer   is  assured  that  the  possibility  of 
failure   is  at  a  minimum,  which   reduces  his  costs  of  on-the-job  training.     Studies  by  impartial 
groups  are  used  to  reinforce  the  statement  the  placement  specialist  makes  concerning  the  ability  of 
the  disabled  worker  to  compete  with  the  nondisabled. 

The  placement  specialist  directs  his  material    toward  overcoming  the  emotional    resistance  of  the 
employer  to  the  idea  of  hiring  disabled  workers.     Employers  usually  are  not  neutral    to  the   idea,  but 
have  definite  prejudices  against  or  misunderstandings  about   it.     These  are  usually  based  on  the  dis- 
comforts which  people  feel  when  working  with  others  who  are  "different."     The  employer  feels   that  the 
disabled  are  outside  his  experience.     This  feeling   is  manifested   in  terms  of  on-the-job  safety, 
supervision  of  the  employee,   and  the  handling  of  the  worker   if  a  layoff   is  necessary.     He  fears  some 
unforeseen  complication  may  arise.     He  sees  these  complications  as  either  seriously  hurting  his  busi- 
ness or  causing  him  acute  personal  discomfort. 

The  placement  specialist  meets  these  feelings  by  stressing  the  "normality"  of  the  disabled 
worker.     He  describes  a  particular  or  a  typical  disabled  person   in  terms  that  will   enable  the  employ- 
er to  relate  the  applicant  to  himself.     He  orients  the  employer  to  the  disabilities  by  describing  the 
use  of  prostheses  and  how  the  worker's   limitation  manifests    itself   in  everyday   living.     He  allays  the 
employer's  fears  as  to  the  economic  soundness  of  using  disabled  workers  by  citing  studies  of  manage- 
ment groups,  such  as  the  National  Association  of  Manufacturers  and  the  Chamber  of  Commerce,  which 
show  that  the  disabled  workers  are  able  to  compete. 


The  Job 


When  the  employer  has  agreed   to  consider  a  disabled  worker  for  a  job  opening,    the  placement 
specialist  acquires  all   pertinent   information  about  the  job  from  the  employer  or  his  assigned  repre- 
sentative.    Ideally,   the  employer  permits  the  placement  specialist  to  survey  the  entire  number  of 
jobs   in  the  plant  before  an  opening  exists,  but  usually  the  employer   limits   the  placement  to  one 
specific  job.     The  placement  specialist  analyzes  the  job   in  terms  of   its  mental,  emotional,  and 
physical  demands.     He  looks   into  the  matter  of  wages,  advancement  possibilities,   fringe  benefits, 
raises,  sick  leave,  vacations,  necessity  of  union  membership,  and  security.     He  discovers  whether 
any  particular  background  or  skill    is  necessary.     He  studies  the  transportation  situation  and 
determines  whether  there  are  any  problems   in  moving  on  the  job  as  well   as   in  the  approaches   to  the 
job.     If  he  has  had  no  contact  with  the   individual  who  will   teach  the  worker  his  job  and  be  his 
immediate  supervisor,   the  specialist  requests  that  this  person  be  brought   in  on  the  planning  as 
early  as  possible.     In  plants  large  enough  to  support  separate  safety  and  training  sections, 
individuals  representing  these  groups  should  also  participate   in  the  placement  project. 

The  placement  specialist  matches  the  demands  of  the  job  with  the  individuals   in  his  ready-for- 
placement  file.     He  presents  a  description  of  the  job  opening  to  a  meeting  of  those  vocational 
rehabilitation  specialists  who  have  had  direct  contact  with  the  clients   involved.     The  cases  are 
discussed  and  a  decision   is  made  as  to  the  best  candidate.     Other  factors  being  equal,   the  most 
severely  limited  individual    is  given  priority. 

The  employer   is  contacted  by  the  placement  specialist  and  the   individual's  background   is  pre- 
sented.    An   interview  is  arranged  between  the  employer,   the  placement  specialist,  and  the  applicant. 
Upon  request  the  placement  specialist  will   present  several  applicants.     A  work  application   is  usually 
filled  out  at  the  time  of  the   interview  and  the  employer  decides  whether  or  not  the  applicant  is 
suitable.     If  approval    is  secured  a  starting  date   is  set.     The  placement  specialist  appears  with 
the  applicant  on  his  first  day   if  the  employer  so  desires.     Otherwise  the  applicant   is  processed  by 
the  regular  personnel   and  training   individuals   in  the  establishment. 
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If  there  are  any  special   problems   in  training,    the  placement  specialist  may  request  the  help  of 
the  vocational    rehabilitation  training  section.     The  placement  specialist  contacts  the  employer  after 
the  second  or  third  day  to  discover  whether  any  problems  have  emerged  and  to  help  solve  them  before 
they  become  magnified.      If  the  worker   is  performing  well,    later  follow-up  contact   is  kept  to  a  mini- 
mum . 


Community  Resources  as  Aids  to  Placement 

The  placement  specialist  mobilizes  all   possible  community  resources   to  achieve  his  goal.  He 
helps  organize  and  he  works  with   "citizens  committees"  composed  of   influential   members  of  the  com- 
munity especially   interested   in  the  employment  problem  of   the  disabled.     He  utilizes  the  help 
available  through  his  agency's  board  of  directors  or  vocational    rehabilitation  subcommittee.  Signifi- 
cant aid  can  be  given  by  these  groups  through  the  use  of  their   influence   in  arranging  publicity  out- 
lets and  establishing  contact  between  the  placement  specialist  and   individuals  who  control  significant 
numbers  of  jobs.     Through  this  method  the   interviews  with  the  employer  are  held  under  the  most  favor- 
able circumstances.     The  placement  specialist  develops  close  relationships  with  other  placement 
specialists   in  his  community,  public  and  private  employment  agencies.     Through  these  connections  an 
interchange  of  placement  opportunities    is  stimulated.     A  job  that  one  placement  specialist  cannot 
fill   can  be  used  by  another. 

He  joins  management  associations  consisting  of   individuals   interested   in   industrial    relations  or 
personnel.     The  contacts  he  gains   through   these  memberships  enable  him  to  establish  sympathetic  rela- 
tions with   individuals  who  control   hiring.     His  connection  with  other  employment  agencies  and  manage- 
ment associations,   supplemented  by  printed  material    from  the  various  governmental   agencies,  are  used 
in  keeping  him  up  to  date  on   labor  market   trends  and  developments. 
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WORK  PERFORMANCE  OF  PHYSICALLY  IMPAIRED  WORKERS 
M.  D.  Kossoris  and  H.   S.  Hammond 


Workers  with  serious  physical    impairments,  who  are  placed  so  as  to  stress  what  they  can  do 
rather  than  emphasize  what  they  cannot  do,  are  every  bit  as  desirable  as  workers  without  such  impair- 
ments.    It  is  not  implied,  of  course,  that  every  impaired  worker  is  a  desirable  employee.     But  neither 
is  every  unimpaired  worker  a  good  worker.     The  important  point   is  that  the  impairment   in  itself  does 
not  make  the  impaired  person  a  poorer  worker.     These  conclusions  were  reached  from  a  study  of  the 
records  of  109  plants  employing  such  workers,  made  by  the  Bureau  of  Labor  Statistics,  with  the  finan- 
cial aid  of  the  Veterans  Administration. 

An  advisory  committee  assisted  in  the  selection  for  study  of  10  types  of  serious  physical  im- 
pairments—those sufficiently  severe  to  create  serious  employment  difficulties,  and  excluding,  within 
each  type,  the  lesser  impairments.     The  10  selected  types  of  impairments  were  orthopedic,  vision, 
hearing,  hernia,  cardiac,  ex-tuberculous,  peptic  ulcer,  diabetic,  epileptic,  and  multiple  (i.e.,  com- 
binations of  any  two  of  these). 

Study  of  a  large  number  of  workers  from  industry's  own  records  was  considered  necessary  in  order 
to  permit  valid  conclusions  for  individual   types  of  impairments.     Furthermore,   the  survey  was  so 
organized  that  the  difference  between  impaired  and  unimpaired  workers  was  focused  solely  on  the 
existence  of  the  impairments.     Essentially  alike   in  every  other  respect,    it  was  sought  to  find  how 
the  impaired  worker  compared  with  one  or  more  unimpaired  workers  doing  the  same  kind  of  job  in  the 
same  plant,  under   identical  conditions. 

During  the  survey,  a  period  of  nearly  2  years,   the  performance  of  11,028  impaired  workers  was 
matched  with  that  of  18,258  unimpaired  workers.     Both   industries  and  the  geographic  distribution  of 
the  plants  varied  widely.     Scientific  sampling  to  obtain  data  for  separate  industries  was  not  possi- 
ble, owing  to  lack  of   information  on  the  distribution  of   impaired  workers  by  industry  or  by  area. 
The  most  difficult  problem  was  that  of  identifying  impaired  workers  on  a  company  pay  roll.  Only 
workers   in  plants  having  adequate  medical   records  based  on  pre-employment  physical  examinations 
could  be  covered. 

A  worker  who  was   impaired   (as  defined   in  the  study)  was  matched  with  one  or  more  others  who 
were  not  impaired  and  who  were  doing  the  same  kind  of  job.     An  impaired  worker  who  could  not  be 
matched  with  someone  of  his  own  approximate  age  and  work  experience  in  the  same  plant  department 
was  excluded  from  the  survey. 

Nearly  58  percent  of  the  impaired  workers  surveyed  were  engaged   in  processing  of  some  kind,  15 
percent  were  engaged   in  maintenance  work,  about  6  percent   in   inspecting  and  testing,  over  k  percent 
in  recording  and  control,  nearly  9  percent   in  material  moving,  about  1   percent   in  supervision,  and 
about  7  percent  in  custodial  operations.     Over  90  percent  of  the  group  were  males--only  a  small 
fraction  of  these  were  veterans. 


Findings   in  Survey 


In  summary,   the  comparative  performances  of  the  impaired  workers  and  the  unimpaired  workers 
matched  with  them  follow: 

1.  As  a  group,    impaired  workers  were  as  efficient  as  unimpaired  workers.     According  to  the 
available  individual  output  records  for  both  groups,   the  measure  of  efficiency  was  101   for  the 
impaired  as  against  100  for  the  unimpaired.     The  difference   is  not  sufficiently  large  to  be  signifi- 
cant, but  nevertheless   it  shows  that,  as  a  group,   the  impaired  workers  held  their  own  on  the  produc- 
tion 1  i  ne . 

2.  Impaired  workers  lost  slightly  more  time  through  absenteeism  than  unimpaired  workers.  Each 
impaired  worker  averaged  3.8  days  of  lost  time  per  100  scheduled  workdays  as  against  3.k  days  for  the 
unimpaired.     The  difference  amounts  to  only  1   full   day   in  250,  or  1  more  day  lost  per  year  per  impair- 
ed worker. 
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Furthermore,  no  significant  differences  existed  between  the  two  groups  as  to  the  reasons  for 
absences . 

3.     The   impaired  worker  was  found  to  be  as  safe  a  worker  as  his  unimpaired  co-workers.      In  terms 
of  minor   injuries  which  required  only  first  aid,   the   injury  frequency  rates  per  10,000  exposure-hours 
were   identical   for  the  two  groups--9-9.     About  half  of  each  group  experienced  no  injuries  at  all 
during  the  period  studied. 

Analysis  of  the  types  of   injuries  emphasized  further  the  similarity  of  the  two  groups.  The 
injuries  were  clearly  related  to  the  job  hazards  and  were  not  affected  by  the  presence  of  impair- 
ments . 

About  equal  severity  in  the  injuries  was  indicated  by  the  fact  that  each  group  averaged  slightly 
less   than  one  redressing  per  injury. 

k.     The  record  for  disabling   injur ies — i .e. ,    injuries  that  result   in  death,  permanent  impair- 
ment, or  absence  from  work  for  at   least  I   full   day--was  better  for  the   impaired  than  for  the  other 
workers.     Whereas  the  unimpaired  group  averaged  9.5  such   injuries  per  million  hours  worked,  the 
impaired  group  average  only  8.9.     They  also  averaged  a  slightly  lower  number  of  days  lost  per  injury. 
Against  1^.9  days  for  the  unimpaired  group,   the   impaired  workers  averaged  14.5  days. 

5.  In  no   instance  had  an   impaired  worker  suffered  another  permanent  work   injury  sufficiently 
severe  to  place  him  in  the  group  of  permanently  and  totally  disabled.     However,   that  was  not  sur- 
prising, as  the  number  of  such  cases   in  important   industrial   states,   such  as  New  York  and  Wisconsin, 
averaged  not  more  than  about  5  per  year  over  a  long  period. 

6.  No  disabling   injury  to  an   impaired  worker  could  be  traced  to  his    impairment.     Nor  were  any 
cases  found   in  which  the   impairment  caused  an   injury  to  a  fellow  worker.      Inquiries  as  to  the  experi- 
ences of  other   impaired  workers  excluded  from  the  survey  group  led  to  the  same  conclusion:  the 
impairments  did  not  cause  workers  to  be  hazards  to  themselves  or  to  fellow  workers. 

7.  The  findings  as   to  the  frequency  with  which  workers  used  plant  medical    facilities  for  reasons 
of   illness  or  discomfort  not  related  to  employment  still   further  emphasized  the  similarity  between  the 
impaired  and  unimpaired  groups.     The  rates  of  such  visits  varied  widely  between  plants,  depending  on 
facilities  available  and  the  degree  to  which  workers  felt  free  to  use  them.     Both  groups  averaged 
about  the  same  rate  of  such  visits   in  each  plant. 

8.  The  most   important  difference  between  the  two  groups  was  found   in  the  quit  rate   (i.e.,  the 
number  of  voluntary  quits  per  100  workers  on  the  pay  roll).     During  a  6-month  period  after  the  com- 
pletion   of  the  plant  studies,   the  Bureau  found   in  studying  labor  turnover  that  the   impaired  workers' 
quit   rate  was   3-6  compared  with  2.6  for  the  able-bodied  workers  with  whom  they  were  matched. 

This  finding   is   in  sharp  contrast  to  those   in  earlier  and  more  restricted  surveys.     It  is 
generally  accepted  that   impaired  workers  are  steadier  than  others  because  they  have  greater  diffi- 
culty  in  finding  jobs,   and  consequently  are  more   reluctant   to  give  up  those  they  have. 

The  period  studied  may,  however,  account  for  this  variation  in  findings.  Much  of  the  survey 
period—particularly  the  6  months  of  labor  turnover  f o 1 1 ow-up--was  in  the  last  half  of  19^6.  when 
many  plants  were  shifting  back  to  normal   production  routines. 

It   is  most   likely  that  an  accurate  appraisal   of  the  higher  quit   rate   involves  several  other 
possible  factors  here  listed,  and  perhaps  more.     For  the  first  time,  many   impaired  workers  had  a 
chance  to  acquire  salable  skills  during  their  wartime  employment,  when  management--cont rary  to 
former  pract i ce--was  glad  to  hire  them.     Having  such  skills,   these  workers  now  had  something  they 
could  sell    in  return  for  better  jobs.     Still   others  must  have  anticipated   their   imminent  lay-offs 
and  shifted  to  jobs  promising  longer  tenure  while  such  jobs  were  still   available.     Finally,    it  is 
not  at  all   unlikely  that  some   impaired  workers  entered  the   labor  market  during  the  war  with  no 
intention  of   remaining  after  the  war  ended. 

Although  these  considerations    indicate  that   the  quit   rates  accurately  reflect  the  greater 
instability  of  the   impaired  workers  during  the  period  studied,   experience  probably  would  be  quite 
different   in  more  normal  periods. 


220 


Significance  of  the  Survey 


Several  other  important  conclusions  were  brought  out  in  the  survey,   in  addition  to  those  show- 
ing defintely  that  sensibly  placed  impaired  workers  are  as  good  as  unimpaired  workers  at  the  same 
jobs. 

1.  Discrimination  against  the  seriously  impaired  worker  at  the  employment  office,   if  his  impair- 
ment is  visible  or  is  established  either  by  medical  examination  or  by  his  own  admission,  has  never 
been  a  secret.    While  management  readily  subscribes  to  the  doctrine  that,  to  get  the  best  results 
from  a  worker  he  must  be  placed  in  the  job  he  is  best  equipped  to  do,   it  frequently  refuses  to  apply 
the  same  thinking  to  the  seriously  impaired  worker.     Although  the  impaired  worker  cannot  be  as  read- 
ily shifted  about  as  the  unimpaired  worker,  he  can  be  employed  on  many  jobs  which  he  can  do  well, 

and  which  do  not  require  the  performance  abilities  he  lacks.     For  example,  a  one-legged  person,  or 
cardiac,  or  ex-tubercular,  or  hernia  case  can  work  as  well  at  most  bench  operations  as  any  able-bodied 
person.    The  requirement  that,  regardless  of  the  work  to  be  performed,  an  applicant  be  free  of  physi- 
cal defects  before  he  will  be  hired  is  unreasonable. 

Impaired  workers  are  employed  in  plants  that,  as  a  matter  of  policy,  would  not  hire  workers  with 
identical    impairments.     These  workers  had  acquired  their  disabilities  after  they  had  entered  the  com- 
pany.    The  fact  that  they  were  fully  satisfactory  did  not,  however,   lead  plant  management  or  medical 
directors  to  modify  their  exclusion  policies. 

Furthermore,  these  exclusion  policies  varied  widely  between  plants.  For  example,  one  plant 
refused  to  hire  anyone  with  a  hernia;  another  in  the  very  same  industry  did  not  hesitate  to  hire 
workers  with  hernias,  but  refused  to  hire  cardiacs. 

2.  The  survey  further  indicates  the  great  need  for  rehab i 1 i tat i on--the  acquiring  of  a  definite 
skill  by  an   impaired  worker.     As  between  two  unskilled  workers,  one  of  whom  is   impaired,   the  hiring 
preference  invariably  tends  to  the  able-bodied.     He  offers  less  of  a  problem.     But  the  impaired 
worker  with  a  skill  to  sell    is  apt  to  get  the  preference  over  a  lesser  skilled  able-bodied  applicant. 

3.  The  fear  of  higher  cost  of  workmen's  compensation  for  impaired  workers  appears  to  be  largely 
unfounded,  as  the  present  study  clearly  demonstrates.     Problems  arise  only  when  new  permanent  impair- 
ments are  imposed  upon  existing  impairments.     When  ultimate  disabilities  reach  permanent  total 
incapacity  (such  as  the  loss  or  complete  loss  of  the  use  of  both  hands,  or  arms,  or  legs,  or  feet,  or 
eyes,  or  any  combination  of  these — such  as  a  hand  and  an  eye),  they  are  handled  under  the  second- 
injury  funds.     About  two-thirds  of  the  states  have  such  funds,  under  which  the  employer  is  responsi- 
ble only  for  the  cost  of  the  second  injury;  the  state  fund  compensates  the  worker  for  the  difference 
between  this  amount  and  the  amount  due  the  worker  for  permanent  total  disability.     Such  cases  are 
few,  however,  as  indicated  by  the  experiences  in  New  York,  Wisconsin,  and  several  other  states  for 
which  reliable  statistics  are  available  on  this  point. 

Such  second  permanent  impairments  are  more  serious  when  the  resulting  disability  is  a  higher 
degree  of  permanent  impairment,  but  short  of  total  disability.     For  example,  a  worker  who  previously 
lost  an  arm,  suffers  a  50  percent  loss  of  vision  of  an  eye,  which  may  disable  him  to  continue  his 
employment  in  the  plant  in  which  he  suffered  the  eye  injury.     He  may  also  have  serious  difficulty  in 
finding  a  new  job,  but  he  is  entitled  to  compensation  only  for  the  partial    impairment  of  vision. 
Wisconsin  and  New  York  alone  have  attempted  to  compensate  for  such  increases   in  degree  of  permanent 
incapacity.   This  consideration  does  not,  however,  supply  a  valid  reason  for  employer  discrimination 
against  an  impaired  worker,  but  it  does  point  to  a  serious  inadequacy  of  existing  workmen's  compen- 
sation legislation  from  the  workers'  point  of  view. 

k.     Finally,   there  is  the  question  as  to  whether   industry  will   solve  the  problem  of  the  impaired 
worker  on  its  own  initiative.     Industry's  own  records  indicate  that  even  seriously  impaired  workers, 
when  properly  placed,  are  capable  of  holding  their  own  with  their  unimpaired  fellow  workers  on  a 
purely  competitive  basis. 
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SOCIAL  INSURANCE  AND  REHABILITATION 


Kenneth  E.  Pohlmann 


Social    insurance,    in   its  broadest  sense,  has  come  to  have  general   acceptance  in  our  American 
culture.     Our  national   attitudes  are  a  blend  of   individualism  and  social   consciousness.     The  belief 
that  a  person  or  enterprise   is  entitled  to  the  maximum  rewards  achievable  by  energy,  vision,  and 
competitive  striving   is  powerful.     But   it   is  tempered  by  a  concern  for  the  underprivileged  and  a 
belief   in  equality  of  opportunity.     Similarly,   the   idea  that  a  man's    income  and  assets  are  his  own, 
to  be  used  as  he  wishes,    is  strongly  held  but   limited  by  considerations  of  social  responsibility. 
This  precise  combination  of   individual    rights  and  social    responsibilities    is   reflected   in  practi- 
cally every  aspect  of  our  culture. 

Interest  Springs  from  Manifest  Need 

Public   interest   in  social    insurance  has  been  stimulated   in  large  measure  by  the  decreasing 
capacity  of   large  groups   in  our  population  to  meet  certain  basic  needs   in  the  complex  and  somewhat 
impersonal   socio-economic  environment  that  has  evolved   in  our  modern  society.     The  passing  of  the 
American  frontier,   the  creation  and  development  of  vast  resources  and  facilities,  with  their  sub- 
sequent control   and  manipulation  through  corporate  organization  have,  of  necessity,  created  certain 
checks  and  balances  carried  out  through  representative  government  and  through  special  interest 
groups-- i nc 1 ud i ng  veterans  organizations,   farmers'   cooperatives,    labor  unions,   and   the  like--to 
make  the  fruits  of  our  collective  efforts  available  to  our  citizens  on  a  more  equitable  basis  than 
would  otherwise  be  possible. 

Our  civil   servants  have  long  been  beneficiaries  of  pension  systems,    in  varying  degrees  of  cover- 
age, which  have  made  service  to  the  state  or  federal   government  relatively  attractive.     Many  munici- 
palities, with  special   groups  to  be  considered,  have  evolved  retirement,  health  and  welfare,  or 
disability  plans  to  attract  and  hold  nonelective  public  servants. 

Fringe  benefits  growing  out  of  labor-management  agreements  during  World  War   II   have,  during  the 
past  decade,  become  standard   in  collective  bargaining.     As  a  result,  millions  of  workers  are  now 
covered  by  some  form  of  health   insurance  or  retirement  plan,  or  both.     However,   the  benefits  from 
the  majority  of  these  plans  are  limited  to  workers  actually   in  the  working  force,  and  the  retirement 
benefits  are  hedged   in  with  many  restrictions,  particularly  related  to  severance  from  the  plant  or 
industry  covered.     Attempts  to  secure,   through  contract  negotiations,  unemployment  compensation 
benefits  that  go  beyond  those  provided  under  the  federal   program  have  also  been  successful. 

All   of  these  programs,  both  public  and  voluntary,   reflect  a  growing  concern  in  all   segments  of 
our  population  for  some  modicum  of  health,  employment,   and  old-age  security  which,    in  the  light  of 
sober  reflection  on  the  plight  of  many  oldsters   in  the  depression  years  and  since,    is  not  without 
solid  f oundat  i  on . 

Social    insurance,  both  public  and  private,    is  an   interesting  phenomenon.     The   income  from  the 
public  social   security  system--that   is,   the  portion  not   immediately  expended--is  used  to  purchase 
obligations  of  the  U.   S.  Government;   that  of  private   insurance  funds   is  used  to  underwrite  many 
facets  of  our  economy.     This  process  of  reinvestment  of  such  funds   in  an  expanding  economy  has 
broad  implications. 

Provision  for  the   Industrially  Injured 

Workmen's  compensation,  growing  out  of  the  need  for  meeting  the  medical   and  related  problems 
consequent  upon   industrial    injuries  and  disease,  was  the  first  public  social    insurance  scheme  adopted 
among  our  states.     By  the  end  of  World  War   I    it  had  general   acceptance   in  practically  every  state  and 
territory.     While  the  benefits  and  services  differed  widely,   the  general   pattern  was  to  free  the 
lower  courts  of   litigation  on   industrial    injury  cases  and  provide  for  their  settlement  through  hear- 
ings before  industrial   compensation  commissions.     Workmen's  compensation   is  underwritten  entirely  by 
employers,  and  prescribes  certain  medical   benefits   in   injury  and  disease  cases--a  schedule  of  specific 
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awards,  either  lump  sum  or  on  a  weekly  basis,  for  permanent  partial  or  permanent  total    injuries,  as 
well  as  death  benefits  to  survivors  of  victims  of   industrial  accidents  or  diseases. 

Supervision  of  workmen's  compensation  plans   in  the  states   is  subject  to  wide  variation.  In 
several  states  the  plan  is  a  state-operated  monopoly  and  those  who  are  required  to  carry  workmen's 
compensation  must  utilize  the  state  system.     In  some  states  the  program  allows  for  se 1 f- i nsu ranee , 
underwriting  by  casualty  insurance  carriers,  or  the  utilization  of  a  state  fund.     In  other  states 
the  program  is  provided  through  insurance  carriers,  except  that  sel f- i nsurers  may  under  certain 
conditions  assume  liability  for  their  own  employees. 

The  provisions  for  medical   services  under  these  workmen's  compensation  plans  vary  also.  Some 
laws  provide  that  the  injured  worker  may  have  free  choice  of  physician;  others  reserve  this  privilege 
to  the  employer  or  his  designee.     The  medical  benefits  run  from  lows  of  $500  as  a  limit  for  medical 
care  in  any  case  to  unlimited  medical  services  for  the  duration  of  the  illness  or  injury.  Supervi- 
sion of  this  medical   care--by  the  industrial   accident  commission,   the  carrier,  or  the  emp 1 oyer--has 
been  at  a  minimum,  although  some  real  attempts  have  been  made  during  the  past  several  decades  to 
assure  continuity  of  care,  selection  of  qualified  medical   personnel   and  facilities,  and  rehabilita- 
tion services.     By  and  large  such  attempts  have  fallen  far  short  of  their  potential. 


First  Steps   in  Vocational  Rehabilitation 


Parallel   to  the  development  of  social    insurance  programs,  both  public  and  voluntary,  and  almost 
unnoticed  in  the  years  following  World  War   I,  was  the  growth  of  the  state-federal  vocational  reha- 
bilitation program.     The  emphasis  upon  vocational   training,  given  an  unusual   spurt  by  the  demands  of 
World  War  I   for  apprentice  training,  skilled  craftsmen   in   industry,  and  employment  opportunities  in 
a  rapidly  expanding  war  economy,   led  to  an  unprecedented  development  of  so-called  "trade  schools"  in 
many  areas  of  the  country. 

In  general,  the  approach  to  the  problems  of  the  physically  handicapped  in  the  years  between 
World  War   I  and  the  Great  Depression,  was  characterized  by  an  emphasis  upon  amelioration  of  their 
condition  through  public  assistance,  made-work  programs,   the  work  of  shut-in  societies,  and  efforts 
by  organized  labor  to  increase  weekly  benefits  for  the   industrially  disabled  under  workmen's  compen- 
sation.    The  state-federal   vocational   rehabilitation  program  was  still   struggling  under  the  handicap 
of  stepchild  status   in  the  vocational  educational   bureaus  of  state  departments  of  education. 

Medical  efforts   in  the  treating  of  physical   disabilities  were   in  the  traditional  pattern.  Team- 
work as  we  now  conceive  it  was  for  practical   rehabilitation  purposes  unknown  outside  of  certain 
f ac i 1 i t i es--veterans  hospitals,  some  mental    institutions,  and  a  few  penitentiaries.     A  valiant  group 
within  the  state-federal  vocational    rehabilitation  program  labored  hard  and  long  to  give  a  new  status 
to  the  physically  hand i capped--a i ded  and  abetted  by  a  handful  of  leaders   in  the  social  welfare  field 
who  were  not  satisfied  with  the  then  prevailing  goals. 


Lessons  Learned   in  Depression  Years 

The  Great  Depression  did  something  to,  and  for,   the  American  people.      It  brought  many  Americans 
closer  to  an  understanding  of  the  real  meaning  of   insecurity,  both  economic  and  social—it  even  gave 
a  man-size  scare  to  our  business  and  financial   tycoons.     But  more  than  that,    it  gave  all   of  us  an 
opportunity  to  pause  and  take  stock  of  some  of  the   intrinsic  as  well   as  extrinsic  values   in  life. 
Probably  fewer  than  one-half  of  the  people  now  living  remember  vividly  and   intimately  this  period  of 
American  history,  though  it   is  only  two  decades  removed. 

The  Great  Depression  ushered  in  the  administration  of  a  Chief  Executive  who  symbolized,    if  you 
will,   the  triumph  of  the  individual  over  a  physical   handicap.     More  than  that,    in  his  personality 
and  drive  he  gave  leadership  to  a  nation  which  had  lost  heart.     Through  the  sweeping,  long-overdue 
reforms   in  banking,  financing,  social   security,  and  many  other  fields,   the  New  Deal  under  his  guid- 
ance set  the  stage  for  our  American  people  to  face  the  world  as  a  mature  nation.     Rugged  individual- 
ism,  ruthless  free  enterprise,  and  social    irresponsibility  were  tempered  by  the  give-and-take  of 
those  years,  and  from  them  emerged  many  interesting  developments  and  new  programs  for  human  better- 
ment, most  of  which  are  here  to  stay. 

It  was   in  this  period,  you  will   recall,   that  permanent  status  was  given  to  the  state-federal 
vocational   rehabilitation  program.     While  other  major  economic  and  social   problems  were  also  being 
attacked,    it   is   interesting  to  note  that  the  creation  and  extension  of  crippled  children's  services, 
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child  welfare  services,   special   education,  vocational   education,  and  services  to  the  blind  were  also 
encouraged.     The  National   Youth  Administration  program  served  to  stimulate  vocational   trade  schools 
and,    indirectly,    led  to  the  development  of  new  techniques  for  counseling,  guidance,  and  training 
applicable  to  the  physically  handicapped. 

New  Insights   in  Social  Welfare 

it  became  evident   in  these  years  preceding  World  War   II    that  the  attack  on  dependency  had  two 
aspects-- (a)  short-range  objectives,  concerned  with  widespread  unemployment,   and   (b)  long-range 
objectives,   associated  with   individual   prob 1 ems--menta 1    retardation,   certain   inadequate  family  pat- 
terns,  severe  physical   and  emotional   adjustment  problems,   and  the   like.     The  social  work  field 
provided  appropriate  training  for  attack  on  these  problems,  but  the  tools  and  personnel  with  which 

the  job  were  often  lacking,  or  severely  limited.     Public  or  voluntary  assistance  programs 
provided  by  inexperienced  or   inadequately  trained  caseworkers  too  often  still    led  to  purely  ameliora- 
tive measures.     Permanent  solutions  seemed  out  of  reach  because  of  lacks   In  funds,  or  personnel  or 
serv  i  ces . 

During  the  war  years  a  maturing  process  developed    in  the  social  welfare  field  to  an  extent  that 
was  most  encouraging.     Many  of   the  voluntary  agencies  came  to  see  the  need  for  elimination  of  dupli- 
cated services,   to  value  the  necessity  for  coordination  and    integration.     Upgrading  of  personnel 
became  the  order  of   the  day;   newer  techniques,   borrowed  from  wartime  experiences,    led  to  more  empha- 
sis on  teamwork   in  meeting  problems.     Teamwork  was  also  evidenced   in  stepped-up  training  programs 
for  a  job-hungry     war  production   industry  and,   as  a   result,    the  residue  of   the  dependent  group  came 
under  closer  study. 

Rehabilitation,    including   its  medical    and  vocational    aspects,   has  had  a  terrific   impact  upon 
all   phases  of  social  welfare.      Its  meaning   is  subject  to  many   interpretations  depending  upon  the 
frame  of  reference  which  happens,    in  any  given   instance,   to  be  the  setting,   but  within  the  group 
concerned  there   is  no  mistaking  what   is  meant  by  the  term--a  restoration,  within  limits,   to  the 
maximum  capacity  to  which  the  organism   is  capable. 

Workmen's  Compensation  Under  Scrutiny 

The  developments  of  social    insurance  and   rehabilitation  have  taken  place   in  the  same  social  and 
economic  milieu,   receiving  their   initial    impetus  from  the  same  sources.     But  one  of  these  programs, 
workmen's  compensation,    in   its  beginning  had   in   it  the  elements  of  both.     The  hope  of  those  who 
pioneered  workmen's  compensation  was  that   its  medical   benefits  would  be  geared  to  the  restoration  of 
the   individual    to  the  point  where  he  could   return  to  employment! 

Perhaps  by  studying  what  happened  to  workmen's  compensation  we  may  get  an  inkling  of  what  needs 
exist  among  all   handicapped  people  and  how  they  may  be  met. 

Initially,   the  workmen's  compensation  program,  by  providing  medical   services,  emphasized  the 
idea  that   recovery  and   re-employment  were  of  paramount    importance.     Provision  for  cash  awards  in 
permanent  total   and  permanent  partial    injuries  was  mandatory,  as  were  the  weekly  payments  while 
incapacitated.     As  time  went  by,   a  hassle  developed  between   insurance  carriers  and  employers  on  the 
one  hand  and  employees  and  their  representatives  on  the  other,  over  the  extension  of  the  program  to 
all-inclusive  occupational    injury  and  disease  coverage,  unlimited  medical   benefits,  and  indemnifica- 
tion geared  more   realistically  to  loss  of  wages    in  an  expanding  and   inflated  economy.     Lawyers  and 
physicians  also  got    in  on  the  act,   and   full-blown  scandals  developed   in  a  number  of  state  compensa- 
tion j ur i sd i ct i ons--a 1  I   of  which  pointed  up  the  need  for  positive   reforms    in  medical  procedures, 
program  emphasis,   and  claims  handling.     Some  of  these  have  been  dealt  with  at   length  by  study  groups 
of  the  American  Medical   Association,   the  American  College  of  Surgeons,  and  the   International  Associa- 
tion of   Industrial   Accident  Boards  and  Commissions. 

Workmen's  compensation  has   fallen  on  evil   days    (it    is,    in  a  sense,    the  black  sheep  of  the  social 
insurance  family),  more  and  more  workers  are  resorting  to  the  courts   to  establish  their  claims,  and 
general   dissatisfaction  with  the  program  exists  among  the  articulate  representatives  of  workers. 
Workmen's  compensation  statutes,   subject   to  the  vicissitudes  of   lobbying  the  state  legislatures, 
have  not  kept  abreast  of  either  the  new  knowledge  of   rehabilitation  medicine,   the  realistic  evalua- 
tion of   loss   in  terms  of  the  hand i capped ' s  potential    if   thoroughly  explored  and  exploited,   or  the 
need  for  considering  the  basic  minimum  requirements  of  the   injured  worker  and  his  family   in  meeting 
living  costs  during  the  period  of  convalescence,   recovery,   and  eventual    return  to  a  job. 
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Whether  or  not  workmen's  compensation  can  make  haste  and  catch  up  with  the  times   is  an  open 
question.     As  the  recent  AFL-CIO  National   Conference  on  Workmen's  Compensation  put   it,  "The  time  is 
overdue  for  a  complete  investigation  of  the  generosity  toward  agents,  brokers,  officials,  and  stock- 
holders of   insurance  companies  compared  with  the  harsh  treatment  to  injured  workers.  Employers 
should  be  required  to  testify  as  to  why  they  have  tolerated  such  exorbitant   insurance  costs--and 
this  testimony  laid  beside  the  chronic  excuses  made  by  industry  as  to  why  it  cannot  pay  decent 
benefits  for  the  injured." 

The  failure  of  workmen's  compensation  insurance  to  keep  pace  realistically  with  people's  needs 
should  point  up  a  lesson  to  all  of  us  who  work  in  the  social  welfare  field.  Parsimony  coupled  with 
legislative  logrolling  is  no  substitute  for  honest  dealing  with  problems.  The  same  myopic  thinking 
that  has  foisted  many  of  the  victims  of  industrial  accidents  and  diseases  upon  the  public  welfare 
rolls,  has  only  thwarted  for  a  time  the  search  for  adequate  answers  to  the  problems  of  physically 
handicapped  people.  Problems  have  an  uncomfortable  habit,  if  they  are  not  solved,  of  solving  those 
who  do  nothing  about  them. 


Rationale  of  Rehabilitation 


In  our  society  work  is  a  symbol   of  status.     We   in  the  United  States  have  never  known  the  rigid 
class  stratifications  which  were  the  common  pattern  of  Europe  a  hundred  years  ago--here  the  loafers, 
there  the  workers.     Work  among  Americans   is  taken  for  granted  as  a  normal   pattern  of   life.  Doing 
someting  productive,  no  matter  how  menial    it  may  appear  to  some  among  us,    is  an  accepted  thing. 
Associated  with   it   is  the  perfectly  human  need  for  social   approbat i on--approva I   for  the  part  one 
plays  in  a  productive  economy  for  whatever  service  one  performs.     The  individual  who  by  birth  or  in 
consequence  of  accident  or  disease   is  so  situated  that  he  cannot  engage  in  useful   and  remunerative 
employment  suffers  not  only  the  trauma  of  not  participating   in  the  normal    life  of  his  community  but 
something  even  worse,  since   in  the  kind  of  society  which   is  ours  today  such  an   individual  cannot 
exist  very  long  without  some  means  of  support.     For  this  reason   if  for  no  other,  we  have  come  to 
develop  social   security  plans,  workmen's  compensation  systems,  disability  benefit  programs,  labor- 
management  fringe  benefits,  unemployment  compensation  payments,  and  rehabilitation  services.  They 
are  all   part  and  parcel  of  the  same  thing--the  withholding  of  some  portion  of  the  fruits  of  our 
labor  (either  through  taxation  or  through  contributions)   to  tide  us  over  the  rough  spots  that  may 
develop  in  the  future  of  any  one  of  us. 

The  unique  role  of  rehabilitation  services   in  this  pattern  of  security   is  that   it  complements 
and  supplements  all  of  the  other  services,  particularly  as  they  relate  to  the  disabled.     That   is  why 
rehab i 1 i tat i on--ca  1  1    it  a  process,  a  program,  or  service,  or  what  you  wi11--has  a  great  future.  If 
for  no  other  reason,    it  relates   itself  to  the  basic  needs  of  people--the  need  to  be  productive,  the 
need  for  the  status  that  work  gives  one  among  his  fellow  men,  and  most   important  the  need  to  su  rv  i  ve 
and  to  meet  the  basic  wants  of  food,  shelter,  clothing  for  oneself  and  one's  own. 

The  lame,  the  halt,  and  the  blind,   the  older  disabled  worker,   the  superannuated  employee,  the 
displaced  person--each   in  some  way  or  another  can  benefit  from  rehabilitation  services.     When  Con- 
gress enacted  the  OAS  I  disability  benefits  program  and  established  cooperative  working  agreements 
between  responsible  state  agencies  and  OAS  I   to  assure  each  eligible  applicant  an  opportunity  for 
referral   to  the  state  vocational   rehabilitation  agency,    it  was  recognizing  basic  needs.     All  one 
has  to  do  is  to  look  at  the  maximum  benefit  under  the  OAS  I  disability  program  to  realize  that  most 
individuals  trying  to  live  on  it  alone  would  be  automatically  forced  to  adopt  a  lower  standard  of 
living.     Many  will  do  so  perforce,    in  the  absence  of  medical    rehabilitation  facilities,  training 
opportunities,  job  opportunities.     In  other   instances   lack  of   incentive,    initiative,  and  imagina- 
tion on  the  part  of  the  beneficiary,  as  well   as  the  local   personnel  working  with  him,  will  make 
rehabilitation  impossible. 


Role  of  Growing  Importance 


Significant  trends   in  social    insurance  and  related  programs  seem  to  indicate  that  rehabilitation 
is  becoming  an  increasingly  important   ingredient  of  such  programs.     The  OAS  I  disability  insurance 
benefit  program,    in  time,  may  well   become  the  principal   source  of  referrals  to  the  s tate- f edera 1  re- 
habilitation programs  from  among  the  employed  population.     Labor  health  and  welfare  programs  now 
covering  upward  of  two-thirds  of  our  labor  force  are  currently  exploring  ways  and  means  for  supple- 
menting their  benefits  to  make  certain  that  members  who  are  in  need  of  rehabilitation  services  may 
obtain  them.     Blue  Cross  and  Blue  Shield,  as  well   as   indemnity  insurance  plans,  have  been  severely 
criticized  by  union  leaders  for  their  failure  to  provide  continuity  of  care,    including  medical 
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rehabilitation.     The  lack  of  any  mechanism  for  referral    to  the  appropriate  social  welfare  agencies 
of  those  cases  requiring  rehabilitation  and  related  services  beyond  those  furnished   in  the  hospital 
and  the  physician's  office   is  also  a  matter  of  concern.     State  workmen's  compensation  programs  have 
come   in  for  their  share  of  criticism  by  organized  labor  and  organized  medicine  because  of  their 
inadequacies,  particularly  their  failure  to  utilize  available  rehabilitation  facilities  and  services. 

What  prospect  the  future  holds  for  bringing  social    insurance  and  rehabilitation  together   in  a 
united  effort  to  meet  the  needs  of  people   is  no  longer   in  the  realm  of  guesswork.     The  trend  was 
indicated  when  the  OAS  I  disability  benefits  program  became  law--though  perhaps   it  went  unnoticed  even 
among  both  the  proponents  of  extended  social   security  and  the  advocates  of   improved  rehabilitation 
services.     The  germinal    idea   in  the  OAS  I   program  is  simply  this--that  ability  to  qualify  for  a  bene- 
fit does  not  automatically  disqualify  one  for  becoming  a  good  candidate  for  rehabilitation.  Further- 
more,   if  one  does  not  qualify  for  a  benefit,  he   is  more  likely  than  not  to  be  a  rehabilitation 
prospect.     Strangely  enough,   this  point   is  being  missed   in  an  alarmingly  large  number  of  cases, 
either  through  misunderstanding  of  the   intent  of  the  program,  or  because  of   internal   problems  growing 
out  of  the  task  of  getting  the  program  under  way. 

Close  Look  at  OAS  I 


The  OASI    is  at   this   time  neither  equipped  administratively  nor  qualified  experience-wise  to  cope 
with  any  more   than  the  cash  benefits  aspects  of  disability.     The  medical   standards  governing  eligi- 
bility developed  by  OASI   after  consultation  with  expert  advisory  groups,  while  not  available  to  public 
scrutiny,  would  appear  to  be  quite  effective  barriers  to  easy  pensions.     However,   the  administration 
of  such  a  program  within  the   law  as  written   is  not  simple  since  there  are  areas  of  nonmedical  inter- 
pret at  i  on-  -pa  r  t  i  cu  1  ar  1  y  ,  with  reference  to  the  question  of  "engaging    in  any  gainful   ac t i v i ty"- -wh i ch 
must   tax  the  wisdom  of  every  Solomon   in   the  Social    Security  Administration.     Furthermore,  many  of  the 
physically  handicapped  cannot  now  qualify  for  either  disability  benefits  or  rehabilitation. 

Let  us  quickly  analyze  some  of  these  problems.     In  the  first  place,  we  are  dealing  with  physi- 
cally handicapped  persons  with  work  exper  i  ence  and  work  histories.     True,  a  high  percentage  of  these 
people  will   be  found   in  an  age  group  hard  to  place  because  of  the  barriers  which  have,  consciously 
or  unconsciously,  been  raised  by  emp 1 oyers --and  too  often  abetted  by  our  mores .     For  the  so-called 
older  workers  employment  opportunities  at  the  outset  are  limited.      In  the  second  place,  many  of  these 
applicants  are  plagued  by  multiple  disabilities  which   in  combination  with  their  age  handicap  may  re- 
quire prolonged  and  expensive  physical    rehabilitation  with  the  prognosis  often  guarded.     These  facts 
may   in  themselves  militate  against  such  persons     being  accepted  for  vocational    rehabilitation  services 
since  local   VR  counselors  cannot   ignore  the  basic  requirement  that  there  be  a  reasonable  prospect  that 
the  provision  of  services  will    lead  to  employment. 

The  OASI    is  at  this  time  neither  equipped  administratively  nor  qualified  experience-wise  to  cope 
with  any  more  than  the  cash  benefits  aspects  of  disability.     The  medical   standards  governing  consulta- 
tion with  expert  advisory  groups,  while  not  available  to  public  scrutiny,  would  appear  to  be  quite 
effective  barriers   to  easy  pensions.     However,   the  administration  of  such  a  program  within  the  law 
as  written   is  not  simple  since  there  are  areas  of  nonmedical    i nterp re  tat i on--par t i cu 1 ar 1 y ,  with 
reference  to  the  question  of  "engaging   in  any  gainful   act ivi ty"--wh ich  must  tax  the  wisdom  of  every 
Solomon   in  the  Social    Security  Administration.     Furthermore,  many  of  the  physically  handicapped 
cannot  now  qualify  for  either  disability  benefits  or  rehabilitation. 

The  utilization  of  state  vocational    rehabilitation  agencies  and  public  welfare  departments  to 
review  applications  and  make  determinations  has  placed  a  long-range  responsibility  upon  these  groups 
which  far  transcends  the   immediate  question  of  whether  or  not  the  applicant  receives,  or   is  denied, 
an  award.      It  places  these  agencies  right  smack   in  the  middle  of  a  major  social  welfare  problem.  How 
they  react  to  it,    in  terms  of  what  they  propose  to  do  about   it,    is  probably  one  of  the  most  important 
major   issues  facing  social    insurance,  public  assistance,  and  rehabilitation  today. 

Is  the  answer  to  be  found   in  expanded  medical   care  benefits  to  public  assistance  recipients? 
Can  we  find  a  solution  through  the  proposals  embodied   in  the  so-called  Fogarty  bill?     Should  rehabili- 
tation services  become  a  rights  program  under  the  social   security  system?     Frankly,    I  don't  know.  But 
of  one  thing   I  am  certain--the  American  people  are  sold  on  social    insurance  and  are  fast  becoming  con- 
vinced of  the  value  of   rehabilitation.     The  testing  ground  may  well   be  the  OASI   disability  benefits 
insurance  program.     This  may  be  the  opportune  time  for  us  to  lay  the  groundwork  for  a  high  order  of 
social  welfare  for  generations  yet  unborn. 
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REHABILITATION  AND  WORKMEN'S  COMPENSATION 


H.  M.   Somers  and  Anne  R.  Somers 


Civilian  rehabilitation  was  originally  the  child  of  workmen's  compensation.     The  positive  social 
and  economic  relationship  between  the  two  has   long  been  evident.     During  the  Congressional  debate  on 
the  first  civilian  rehabilitation  law,   the  main  pressure  for  action  came  from  spokesmen  for  the 
industrial  workers,  with  support  from  social-work  groups. 

Nine  of  the  12  states  that  passed  rehabilitation  laws  before  the  Federal   government  acted 
restricted  their  benefits  to  industrial   victims,  although  3  of  the  best,  New  Jersey,  New  York,  and 
Illinois,  permitted  general   application.     The  Federal    1  aw  when  enacted  provided  general  civilian 
application,  but  special   attention  was  paid  to  the  industrial  worker  by  an   injunction  that  the 
State  vocational  education  boards  must  co-operate  closely  with  the  State  compensation  agencies  to 
obtain  Federal  funds. 

Lack  of  Co-ordination 


In  spite  of  this  preachment  and  apparent   interdependence,   relations  between  the  two  programs 
have  not  been  notably  close   in  most  states.     Vocational   rehabilitation  still   reaches  an  inadequate 
proportion  of  the  industrially  injured,    including  compensation  recipients,  who  could  profit  from  it. 
A  joint  statement   issued  by  the  U.   S.   Department  of  Labor  and  OVR  in  1950  estimates  that  at  least  a 
tenth  of  the  2  million  injured  annually  on  the  job  need  medical   rehabilitation  and  some  12,000  of 
the  permanently  disabled  need  full    rehabilitation   (medical,  vocational,  and  placement)   to  assist 
them  in  returning  to  work.     But  the  Federal -State  program  is  currently  rehabilitating  not  more  than 
half  of  the  12,000  and  reaches  a  very  small   percentage  of  the  group   in  need  of  medical  rehabilita- 
tion.' 

A  good  part  of  this  failure  can  be  attributed  to  inadequate  appropriations  by  Congress  and  State 
legislatures.     There  is,  however,  considerable  evidence  that  compensation  and  vocational  rehabilita- 
tion officials  do  not  see  eye  to  eye  regarding  the  best  use  of  available  funds  and  are  not  working 
in  close  co-ordination. 

Some  compensation  people  allege  that  the  OVR  program,  still   under  control  of  vocational  educa- 
tion people  in  the  states,  gives  preference  to  young  people  with  congenital  or  chronic  diseases  who 
are  easier  to  train  as  opposed  to  older   industrial  workers,  many  of  whom  have  little  formal  educa- 
tion, and  who  frequently  present  difficult  and  expensive  surgical   problems.     Friends  of  the  rehabili- 
tation agencies  reply, 

It  has   largely  been  a  matter   in  the  past  of  their  spending  smaller  sums  of  money 
on  larger  numbers  of  patients  since  they  did  not  have  sufficient  funds  to  purchase 
the  necessary  services  for  these  severely  disabled  patients. 2 

The  median  age  of  those  rehabilitated  through  the  Federal -State  program  in  1952  was  33. 

Rehabilitation  officials  offer  a  counteraccusat i on  that  workmen's  compensation  agencies  are  not 
referring,  or  adequately  encouraging,   through  their  administrative  procedures,   the  industrially 
injured  to  seek  rehabilitation. 

It   is  significant  that  of  the  3,700  cases   involving  compensable  work  injuries 
referred  to  State  rehabilitation  agenc i es . . . i n  19^9... only  1,600  were  referred 
by  workmen's  compensation  agencies  or   insurance  carriers.     The  other  2,100 
reached  rehabilitation  agencies  through  other  sources  or  after  compensation 
benefits  were  exhausted.' 
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the  permission  of  the  authors  and  publisher.     This  material   also  appears  as  a  part  of  articles  in 
the  Labor  Law  Journal ,   195^,  5 ,   I89-20U  and  the  Insurance  Law  Journal  ,   1954  (Feb. )  ,  No.   373,  71-86. 

'unpublished  Statement,  Mar.    )k,   1950,   furnished  to  authors  by  OVR. 

2Dr.  Rusk,   Letter  to  authors,  May  k ,  1953. 

3G.   L.  Belsley,   in  U.   S.   Bureau  of  Labor  Standards,  Bui  1 .    1 22,  p.  73. 
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Failure  to  make  effective  referral  from  workmen's  compensation  to  rehabilitation  is  especially  con- 
spicuous where  lump-sum  payments  are  readily  allowed  and   in  cases   involving  prolonged  litigation. 

All  concerned  agree  that  early  referral    is  essential   for  effective  rehabilitation  at  reasonable 
cost,  but  the  timing  of  compensation  agency  referrals  has  been  remarkably  lethargic:     The  average 
time  lag  between  date  of   injury  and  referral   for  those  referred  by  a  compensation  body  and  rehabili- 
tated  in  1951  was  7  years,  as  compared  to  an  average  of  G.k  months  at  the  Liberty  Mutual  Center.^ 
Such  delay  represents  the  loss  of  years  of  productive  labor  as  well   as  waste   in  medical   expenses  and 
renders  the  job  of  rehabilitation   infinitely  more  difficult,    if  not  impossible. 

The  lack  of  co-ordination  sometimes  takes  on  the  appearance  of  jurisdictional  conflict.  In 
1950-195'   the   International  Association  of   Industrial  Accident  Boards  and  Commissions   ( I A I  ABC )  and 
the  States'   Vocational   Rehabilitation  Council,  composed  of  87  State  rehabilitation  agencies  or  com- 
missions for  the  blind,  undertook  at  the  instance  of  the  Council   to  find  some  mutually  acceptable 
basis  for  co-operative  action.     The  1951    report  of  the   I A 1  ABC  Rehabilitation  Committee  casts  light 
on  the  nature  of   the  impasse: 

The  ultimate  goal    for  which  this  organization  of  compensation  boards  should 
strive   in  the  field  of  rehabilitation   is  that  all  of  these  activities  for  the 
care,  cure,  maintenance,  and  restoration  to  work  of  the   injured  employees  should 
be  under  the  direct  control   and  supervision  of  the  workmen's  compensation  agency 
from  the  day  of   injury  until    the  worker   is  gainfully  employed   in  the  occupation 
for  which  he   is  best  f i t ted . . . you r  committee  urges  better  and  closer  co-operation 
between  the  compensation  agencies  and  the   rehabilitation  agencies,  without,  how- 
ever, surrendering  any  of  the  direct  control   and  supervision  over  the  restoration 
of   the   injured  workers   through  physical  rehabilitation.^1 

In  the  absence  of   rehabilitation  units  and   facilities  attached  to  the  compensation  agency,^1 
which   is  now  generally  the  situation,   this  position  would  appear  to  create  a  virtual  stalemate 
between  the  two  groups. 


Task  Force  on  the  Handicapped,  Report ,  p.  37-  Regarding  those  referred  by  compensation  agencies, 
the  Task  Force  stated, 

For  these  k,k}0  people  alone,   the  difference  between  6.^+  months  and  7  years 
represents  a  loss  to  the  nation  of   10,^5.9^+0  man-days  of  t  ra  i  ned  labor.  Closing 
that  needless  gap  would  have  provided  an  additional      1  ,783  experienced  workmen 
for  a  full  work  year.     This   is  not  an  abstract  projection  of  figures.     These  are 
not  men  and  women  who  might  have  been   returned  to  work;   these  people  we  re  reha- 
b  i 1 i  tated  and  retu rned  to  work . .  . . 

5|J.  S.   Bureau  of  Labor  Standards,  Bu  1  1  .    156,   1952,  p.    159.     A  similar  conflict  at  the  Federal 
level   annoyed  the  Senate  subcommittee  during  the  1950  hearings  when  the  Federal   Security  Agency  and 
the  Department  of   Labor  exhibited   rivalry  over   location  of  the  Federal    rehabilitation  office.  (See 
Hear  i  ngs  on  S.    1 066 ,  etc.,  p.   51  Iff.)     Spokesmen  for  both  agencies  say  that  this  situation  is  now 
improved . 

^Even  where  State  compensation  agencies  have  operated  their  own  centers,   difficulties  have  been 
present.     Although  well   equipped  and  under  direction  of  an  eminent  physician,   the  facilities  of  the 
Rhode   Island  center  are  reported  to  be  unused  much  of  the  time.     The  Providence  Even  i  ng  Bu 1 1 et  i  n , 
Feb.   5,   1953,  stated  that   in  1951  only  151   new  patients,   2.2  percent  of  the  workers   injured  that 
year,  were  admitted  to  the  center.     It  blamed  the  situation  primarily  on  a  boycott  by  private  doctors. 
Some  doctors,    in  turn,   blame  the  situation  on  the  prevalence  of   lump-sum  compensation  payments. 

The  five  New  Jersey  centers  operated  by  the  State's   rehabilitation  commission   in  co-operation 
with  the  compensation  board  were  abandoned   in   l9*+2.     Dr.  Kessler,  director  of  the  centers,  said, 

I    think  there  are  two  causes.     First  of  all,   a  deep-seated,   psychological  disease 
harangues  our  civilization.     The  man   in  the  street  feels  a  deep-seated  prejudice 
toward  the  handicapped  person  and  toward  anyone  else  who  is  different.     The  second 
is  also  a  psychological   disease,  which  the  Greeks  called  the  Oedipus  complex.... 
We  see  that  manifested   in   industrial   accident  commissions,  who  still    like  to  go 
back  to  that  maternal    breast  and  suckle  at   the_old   idea  of  employers'  liability, 
with  the  responsibility  ending  right   there.     /  U .   S.   Bureau  of  Labor  Standards, 
Bui  1 .   122,  p.  85^/ 
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There  are,  of  course,  exceptions  to  the  general   rule.     Some  states  do  report  close  co-ordination, 
by  having  the  compensation  agency  refer  all   requests  for  lump-sum  settlements  to  the  rehabilitation 
service  for  investigation  and  recommendation  (Wisconsin),  or  by  referral  at  the  time  of  the  injury 
rather  than  waiting  for  the  time  of  the  award  itself  (North  Carolina),  or  by  provision  for  consider- 
able additional  expenditures  on  maintenance,  tuition,  and  supplies  for  rehab i 1 i tants ,  and  even 
assistance  in  setting  them  up  in  business  (Oregon). 7    About  one-third  of  the  compensation  laws 
provide  maintenance  allowances,  typically  $10  to  $20  a  week  above  regular  benefits,  or  other  aids 
to  workers  undergoing  rehabilitation. 


Some  Basic  Difficulties 


It  would  be  unfair  to  interpret  these  difficulties  as  stemming  merely  from  capricious  rivalries 
of  bureaucratic  officials.     The  causes  of  lack  of  co-operative  action,   frequent   irritation,  and  mis- 
understanding, are  substantive  and  substantial.     Unless  these  inherent  conflicts  are  faced  forth- 
rightly,  rehabilitation  cannot  develop  as  an  integral  part  of  workmen's  compensation,  which  in  terms 
of  present-day  requirements  would  mean  a  progressive  deterioration  in  the  adequacy  and  suitability 
of  the  entire  compensation  program. 

The  problem  is  more  than  one  of  early  or  late  referral  or  of  easy  as  against  difficult  cases, 
although  both  of  these  are  significant  symptoms.   Two  of  the  basic  problems  are  inherent  in  the  present 
OVR  program.     First,  since  it  can  accept  cases  only  when  the  disability  has  become  fixed  or  static, 
the  broad  type  of  rehabilitation  program  carried  on  so  successfully  in  Ontario,  Puerto  Rico,  and  on 
a  limited  scale  by  the  Liberty  Mutual    Insurance  Company  is  automatically  ruled  out.     By  setting  an 
arbitrary  line  between  medical  care  during  the  acute  stages  of  an  injury  (during  which  the  later  need 
for  rehabilitation  might  well   be  prevented  or  minimized)  and  rehabilitation  after  the  disability  has 
become  fixed,  the  whole  process   is  made  more  difficult  for  the  worker,  more  expensive  for  the  employer 
and  society,  and  far  more  complicated  for  the  rehabilitation  specialists.     It  also  tends  to  diminish 
in  the  minds  of  compensation  officials  the  imperative  need  for  early  referral. 

Second,  the  means  test  required  for  the  medical   aspects  of  the  OVR  program  appears  to  be  a  sub- 
stantial deterrent  to  many  injured  workers  who,  rightly  or  wrongly,  believe  that  they  are  confronted 
with  a  choice  between  attempting  to  maximize  their  legal  claim  to  needed  cash  benefits,  which  they 
regard  as  a  "right,"  or  giving  up  this  right  for  the  uncertain  results  of  rehabilitation  "on  the 
dole."    Compensation  officials  tend  to  be  sympathetic  to  the  workers'  view. 

There  are  also  many  impediments   in  the  current  workmen's  compensation  programs.     The  current 
overriding  emphasis  on  legal  processes   in  workmen's  compensation  with  all    its  uncerta i nt i es ,8  the 
long  delays   involved  in  many  serious  cases,   the  increasing  resort  to  lump-sum  settlements,  and  the 
poor  quality  of  much  of  the  medical   treatment  which  is  rarely  supervised  or  related  to  the  ultimate 
rehabilitation  of  the  worker,  all   represent  substantial  deterrents  to  rehabilitation.     To  undertake 
rehabilitation  while  his  compensation  case   is  pending  will  often  appear  to  the  worker  to  jeopardize 
a  maximum  award,  since  awards  are  related  to  the  degree  of  disability.     The  legal   settlement   is  also 
interpreted  by  most  compensation  officials  as  their  primary  responsibility. 

A  closely  related  problem  is  the  method  of  disability  rating.     Benefits  for  specified  permanent- 
partial   injuries  are  generally  fixed  by  anatomical  schedules,  but  a  large  number  of  injuries  are  not 
or  cannot  be  scheduled.     Even  where  a  schedule  does  apply,   the  issue   is  not  always  readily  settled. 
Arms  and  legs  are  rarely  severed  as  cleanly    or  simply  as  the  schedules  comtemplate.  After-effects 
and  complications,   infections,  neuroses,  and  associated  aches  and  pains,  real  or  fancied,  frequently 
raise  the  question  of  additional  compensation,  which  may  involve  litigation  and  more  postponement. 

Money  awards  are  tangible  and  easily  understood;   rehabilitation  often  appears   intangible  and  un- 
certain, and  in  most  communities   is  simply  nonexistent.     Compensation  officials  reflect  the  attitude 
of  the  majority  of  workers  when  they  insist  that,   in  the  absence  of  anything  like  adequate  rehabili- 
tation facilities,  and  the  uncertainties  attendant  upon  them,   the  worker  can  best  be  protected  by 
assuring  him  his  utmost  legal   rights.     This   is  a  reflection  of  the  compensation  laws'  failure  to 
provide,  as  promised,  prompt,  adequate,  and  assured  benefits.     Too  often  the  benefits  must  be  fought 
for,  and  the  worker  understandably  feels  that  he  cannot  forsake  any  of  his  weapons   in  the  battle. 


For  additional   state  examples  of  co-ordination  and   lack  of   it,  see  ibid.  ,  pass  im. 

8 

In  an  attempt  to  rehabilitate  300  N.  Y.   compensation  cases  while  they  were  still    in  litigation, 
Dr.  Rusk  reported  only  a  3  percent  success,  as  contrasted  with  his  usual  90  percent.     (Med  i  ca I  Aspects 
of  Compensation,  pp.  68-69.) 
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As  a  result  of  all   this,  compensation  law  and  administration  stand   in  an  ambivalent  relationship 
to  rehabilitation.     Although  the  importance  of  rehabilitation  is  widely  acknowledged  by  compensation 
officials,  and  enthusiastically  advocated  by  some  (they  were,    in  fact,   the  original   stimulators  of 
the  civilian  rehabilitation  movement),  actual   compensation  procedures  represent  one  of  the  major 
stumbling  blocks  to  the  goal  of   industrial  rehabilitation. 

The  question  of  worker   incentives    is  a  thorny  one.     Some  rehabilitation  people  appear  to  feel 
that  adequate   levels  of  benefits  may  conflict  with   incentives  for  rehabilitation,   "a  crutch  to  impede 
the  patient's  recovery."    This   is  a  problem  even  more  frequently  attributed  to  the  veterans'  program, 
where   it   is  alleged  that  "pens i on i t i s"  has  had  a  deleterious  effect  upon  rehabilitation  of  some 
veterans. 9     On  the  other  side  it   is  argued  that   it   is  better  to  encourage  a  disabled  person  to  con- 
centrate on  the  rehabilitation  task  before  him,  having  been  assured  a  modicum  of  security  for  himself 
and  his  family,    rather  than  to  dissipate  his  energy   in  unproductive  worries  over  his  own  and  his 
family's  maintenance   in  case  he  should  fail. 

Not  enough   is  known  about  the  entire  problem  of   incentives  or  motivation.     There   is  considerable 
evidence,  however,   that  people  who  have  a  minimum  security  show  greater  morale  and   initiative  toward 
improving  their  economic  status   than  those  totally  devoid  of   resources.      It  has  been  noted  by  reha- 
bilitation experts  that  a  great  deal   of  the  co-operation  essential   for  successful  rehabilitation 
depends  upon  the  worker's  sense  of  security  regarding  provisions  for  his  wife  and  family  and  the 
anticipated  job  outcome  of  the  rehabilitation  process.     Furthermore,    income   is  not   the  sole  motiva- 
tion for  work.     For  the  vast  majority  of  men,  a  job  is  essential   for  dignity,   fulfillment,  and  con- 
muni  ty  status . 

This   is  a  situation  where  adjustment   is  needed  on  both  sides.     The  view  that  assured   income  may 
be  a  detriment  to  incentive   is   in  all    likelihood   influenced   in  some  degree  by  past  experience  with 
workmen's  compensation,  which  has  been  excessively  litigious  and  therefore  conducive  to  claimants 
appearing  as  helpless  as  possible.     This   is  not   inescapable,  nor  was   it  ever   intended  to  be  the 
design  of  workmen's  compensation. 

On  the  other  hand,   the   inadequacy  of  rehabilitation  facilities,  the  uncertainty  of  availability, 

and  the   lack  of  assurance  to  the  disabled  that   they  will   be  provided  for  until    they  have  been  able  to 

reobtain  gainful  employment  have  caused  workers  to  concentrate  first  upon  their  legal  rights  to  com- 
pensation.    Downey  pointed  out  many  years  ago  that 

Very  much  that  passes  by  the  name  of  malingering  is,  in  reality,  a  well-founded 
fear  of  forfeiting  compensation  without  being  able  to  hold  a  place  in  industry. 
Much  of  the  reluctance  manifested  by  industrial,  as  by  war,  cripples  to  undergo 
retraining,  is  due  to  the  maladroit  device  which  rewards  the  victim's  zeal 
therein  by  cutting  off  his  indemnity.  The  way  to  promote  rehabilitation  is  not 
to  penal i  ze   i  t . ' 0 

A  reconciliation   is  possible  by  strengthening  both   links  of   the  chain.     Assured   income  mainten- 
ance is  essential   for   injured  workers  as  a  legal    right,  as  social   necessity,  and  because  the  security 
it  offers  can  under  proper  circumstances  assist    in  the  rehabilitation  process.     By  furnishing  the 
economic  means   to  make  rehabilitation  effective,   compensation  agencies  can  press   the   injured  worker 
to  an  understanding  and  acceptance  of  his  share  of  responsibility  for  his  rehabilitation.     But  this 
is  contingent  upon  the  assurance  of  adequate  rehabilitation  facilities  for  all   disabled  workers,  a 
matter  which   is  largely  outside  the  powers  of  either  the  compensation  or  rehabilitation  agencies, 
but   in  the  hands  of  legislatures. 


^Bernard  M.  Baruch  in  his  report  on  the  Veterans  Administration  wrote  its  administrator, 
Aug.    16,  19^+5, 

Examine  the  present  pension  system  both   in  administration  and   legislation  to 
eliminate  or  to  reduce  deterrents  to  full    recovery  or   incentive  to  malingering, 
while  still    retaining  just  compensation  for  disability.      I   am   informed  by  many 
doctors   that    in  certain  cases  benefits  do  the  patient  more  harm  than  good  by 
encouraging  so-called    'pens i on i t i s . '     No  veteran  should  be  deprived  of  any 
pension  or  benefit  rightfully  due  to  him,  but  surely  a  system  can  be  developed 
which  will   give  the  veteran  his  just  allowance  and  still    not  hamper  his  physical 
recovery.     /Quoted  by  Rusk,  "New  Hope  for  the  Handicapped,"  NACCA  Law  Journal , 
May  19^9,  p.  79 J 

'^E.  H.  Downey,  Workmen's  Compensation,  Macmillan,   192^,  p.  k8 . 
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The  fact  that  the  two  objectives,  maximum  feasible  indemnity  and  optimum  medical  care  and  reha- 
bilitation, are  not  necessarily  incompatible  is   indicated  by  the  fact  that  to  date  compensation 
benefits  have  been  a  foremost  stimulus  to  the  expansion  of  rehabilitation.     Just  as  the  cost  of  pro- 
longed indemnity  payments  caused  a  gradual  acceptance  of  the  economy  of  medical  benefits,  so  the 
rising  costs  of  medical  benefits  are  advancing  the  realization  of  the  economy  of  rehabilitation. 

It  would  be  difficult  to  overestimate  the  significance  of  rehabilitation  as  a  source  of  economy 
in  the  compensation  program.     Permanent  cases  accounted  for  over  37,  ^+0 ,  and  66  percent  respectively 
of  all  cases  closed   in  New  York,    Illinois,  and  New  Jersey  in  1951.     In  these   important  industrial 
states,  the  proportion  of  cash  payments  going  to  permanent  disabilities  amounted  to  65,  79,  and  87 
percent  respectively.     The  proportion  of  medical   costs  consumed  by  permanent  cases  would,  of  course, 
be  even  higher.     These  are  precisely  the  cases  where  rehabilitation  could  be  expected  to  cut  down 
the  costs  substantially,  both  by  reducing  the  medical  costs  and  by  preventing  the  permanent  fixation 
of  many  injuries  which  could,  with  proper  handling,  be  confined  to  temporary  duration.  Ontario's 
experience  in  holding  permanent  disabilities  down  to  3.8  percent  of  temporary  cases  provides  an 
enviable  contrast  to  the  experience  in  most  United  States  jurisdictions. 

The  precise  solution   is  far  from  clear,  but  principle  and  direction  are.     Workmen's  compensation 
must  move  to  encompass  and  assure  rehabilitation  or   it  risks   losing  not  only   its  grand  opportunity 
but  its  basic  identity.     The  question  whether  rehabilitation  services  should  be  directly  provided  by 
the  compensation  agency,  or  by  an  insurance  carrier,  or  purchased  from  community  centers,   is  a  tacti- 
cal  rather  than  a  substantive   issue.     The  Canadians  operate  a  system  of  unified  administration  of 
compensation  and  rehabilitation  administration,  while  in  England  the  entire  rehabilitation  program 
is  administered  by  the  Ministry  of  Labour  and  the  industrial    injuries  system  by  the  Ministry  of 
National    Insurance.     Both  appear  to  be  operating  satisfactorily.      It   is  not  primarily  a  matter  of 
administrative  structure  but  the  provisions  and  attitudes  which  lie  behind  it. 


Toward  a  New  Concept  of  Medical  Care 
in  Occupational  Disability 


The  implications  of  the  rehabilitation  movement  are  wide-ranging,  offering  a  challenge  to  many 
past  practices  and  social  arrangements.     This  may  be  one  of  the  reasons  why  some  people  are  suspicious 
and  even  balk  at   it.     This   is  especially  true  in  the  medical   field.     By  creating  a  new  concept  of 
"total  medical  care"1'   and  by  placing  a  premium  on  "mu I t i d i sc i p 1 i ned"  analysis  and  action,   the  doctor 
is  removed  from  his  accustomed  niche  of  relative   isolation  and   is  obliged  to  work  co-operatively  with 
other  restorative  elements   in  the  community:     social  workers,  psychologists,  vocational  educators, 
employment  counselors,  private  welfare  agencies,  government  officials,  employers,    insurance  companies, 
and  unions. 

The  goal    is  no  longer  confined  to  accurate  diagnosis  and  expert  treatment  of  trauma  or  some 
other  acute  condition.     The  goal  of  rehabilitation  is  no  less  than  the  restoration  of  the  whole  man 
to  a  useful   function  in  society,    involving  manifold  skills  and  techniques.     This   implies  as  great  a 
revolution  in  medical  care  and  medical   thinking  and  training'2  as   it  does   in  social    insurance  legis- 
lation and  techniques.     The  revolution  has  been  under  way  for  some  time  but  at  a  slow  and  hesitant 
pace.     Social    insurance,  and  social   security  generally,  are  moving  away  from  confinement  to  the 
eleemosynary  concept  of  "meeting  need"  toward  the  broader  economic  necessity  and  social  value  of 
redeeming  men  and  labor.     Society's  task  is  being  recognized  as  the  maximization  of  effort  to  remove 
or  reduce  need,  as  much  as  meeting  it  when  it  arises. 


"...more  and  more,  medicine  is  beginning  to  recognize  that  medical  care  cannot  be  considered 
complete  until   the  patient  with  a  residual  disability  has  been  trained   'to  live  and  work  with  what 
he  has  left.'"    H.  A.  Rusk,  "Total   Rehabilitation,"  Journal  of  the  National  Medical  Association, 
January  1953,  pp.  1-2. 

1  7 

'According  to  Dr.  Aitken, 

Failure  to  comprehend  the  value  of  adequate  aftercare  stems   largely  from  our  basic 
training.     The  modern  medical   school   devotes   its  time  largely  to  the  field  of  diag- 
nosis and  treatment  of  the  acute  lesion.     Rarely   is  any   instruction  given,  either 
in  the  field  of  medicine_or  surgery,   to  the  treatment  of  the   individual   once  the 
emergency  has  passed.     /A.  P.  Aitken,  M.D.,  "The  Need  for  Adequate  Aftercare  in 
Complete  Rehab i 1 i tat i on_of  the  Disabled,"     Surgery  ,  Gyneco 1 ogy  ,  and  Obs  tet  r  i  cs  , 
September  1952,  p.   3 1 8  J 
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The  urgency  of  getting  on  with  this  new  and  positive  approach  is  clear  from  the  statistics  of 
increasing  proportions  of  disabled  and  aged  in  our  society,  an  annual  increment  with  which  present 
rehabilitation  resources  are   in  a  constantly  losing  race.     Dr.   Rusk  has  predicted 


if  we  do  not  do  something  about  utilizing  our   individuals  over  65 . . . i f  we  do  not 
do  something  about  providing  more  opportunities  for  the  disabled  to  be  trained 
and  to  take  their  place  in  our  economy,  and  the  same  for  the  chronically  ill, 
that  by  1 980  for  every  able-bodied  worker   in  the  labor  force  there  will   be  one 
in  this  category  on  each  laborer's  back. '3 

The  nature  of  the  medical  problem  requires  not  only  highly  specialized  rehabilitation  facilities 
accessible  to  patients   in  all   parts  of  the  country  but,  equally   important,  a  new  orientation  on  the 
part  of   individual  doctors.     Dr.   Rusk  has  said  that 

80  percent  of  rehabilitations  should  be  done  by  the  practitioner....     It   is  part 
of  his  responsibility.     In  the  simple  case  of  a  patient  with  a  stroke,   the  general 
practitioner  or   internist  ought  to  know  the  ten  simple  rules  of  t ra i n i ng--how  to 
fit  a  short   leg  brace;  how  to  get  his  patient  up.     The  equipment  amounts  to  nothing-- 
a  pair  of  parallel   bars  that  any  plumber  can  build,   a  25  cent  window  pulley  and  25 
cents  worth  of  clothes   line,  so  he  can  do  pulley  therapy  and  stretch  his  own  arms. 
It    is  a   little  know-how  and  care.''4 


Only  with  added  knowledge  can  we  produce  the   indispensable  faith   in  rehabilitation.      It   is  said 
that  some  practitioners  refuse  to  permit  their  compensation  patients  to  undertake  rehab i 1 i tat i on , ' 5 
possibly  for  fear  of  losing  a  source  of  fees  or  lack  of  faith   in  the  new  techniques.     Since  the 
family  doctor  generally  makes  the  decision,  "free  choice"  may.    in  fact,  mean  that  the  patient  will 
never  know  that  rehabilitation   is  available  to  him. 


Compensation  medicine  presents  the  medical   profession  with  some  extremely  challenging  and  basic 
problems.     It   is  becoming  increasingly  clear  that  rehabilitation  cannot  be  made  an  effective  part  of 
the  compensation  program  without  the  full   co-operation  of  the  doctors.     If  this  co-operation   is  not 
secured  voluntarily  by  the  profession,   the  result   is   likely  to  be  necessary  public  action  which  will 
cause  many  to  complain  that  freedom  is  being  th reatened . ' 6    The  new  theory  of  "total  medical  care" 
offers  a  basis  for  voluntary  co-operation  to  the  advantage  of  all   concerned,  but  to  make   it  broadly 
effective  will   require  a  large  degree  of  professional   se 1 f -d i sc i p 1  i ne  and  education. 

Fortunately  leadership   in  this  direction  appears  to  be  emerging.'^    What   it  may  mean  to  workmen's 
compensation  and   its  relationship  to  rehabilitation  is  suggested  by  a  statement  of  Basic  Principles 
for  Rehabilitation  of  the   Injured  Worker,  prepared  by  a  subcommittee  and  approved  by  the  Board  of 
Regents  of  the  American  College  of  Surgeons :'° 

I.  Rehabilitation  of  the  injured  worker  and  his  return  to  gainful  employment  should 
be  the  basic  concept  in  an  improved  workmen's  compensation  system.  We  recognize  that  the 
disabled  worker  wants  to  be  rehabilitated  and  restored  to  gainful   employment.  The 


'Quoted  in  8lst  Cong.,   2nd  Sess.,   Senate  Report  2^56,  Aug.   29,   1950,  p.  k. 
Wd  j  cal  Aspects  of  Workmen  '  s  Compensat  i  on  ,  p.  67. 

'Stanwood  L.  Hanson,  "Liberty  Mutual  's  Rehabilitation  Program,"  p.  100,  Unpublished  Paper,  1952. 
'Dr.  Aitken  has  warned  his  fellow-doctors, 


Failure  of  the  medical   profession  to  adopt  an  over-all   concept  of  rehabilitation, 
and  the  responsibilities   inherent  therein,  may  well   see  pressure  applied  by 
numerous  powerful    lay  groups  upon  the  government  for  the  solution  through  legis- 
lation of  this  entire  problem.     These  groups,  already  highly  critical   of  the 
medical   profession  for   its  failure  to  keep  pace  with  the  numerous  social  changes, 
will   become  more  potent  the  longer_we  fail   to  recognize  and  solve  these  problems 
which  are  directly  our  concern.     /Surge ry  ,  Gyneco 1 ogy  ,  and  Obstet  r  i  cs ,  September 
1952,  p.  320V 

'^"The   ideal  of  a  physician  functioning  also  as  a  social   scientist   in  a  new  therapy  called  'com- 
prehensive medicine'  was  put  before  the  Association  for  Physical   and  Mental   Rehab i 1 i tat i on . . . by  Dr. 
Irwin  J.  Cohen,  manager  of  the  Veterans  Administration  Hospital  ,  Baltimore."     New  York  T i mes ,   July  23, 
1953. 


'Quoted   in   I A I  ABC ,  Proceedings   1952,  U.   S.   Bureau  of  Labor  Standards,  Bull.    167,  p.  207. 
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settlement  of  cases  on  a  basis  of  cash  awards  alone  does  not  meet  the  continuing  needs  of 
the  injured  worker  and  his  family. 

2.  The  need  for  higher  standards  and  broadened  benefits   in  workmen's  compensation  is 
recognized.     Such  standards  and  benefits  should  be  developed  against  the  background  of 
presently  known  advances  in  physical   restoration  and  vocational   rehabilitation  and  adequate 
standards  of   individual   and  family  need. 

3.  Full  utilization  of  all  our  potential  manpower  is  essential   to  the  welfare  and 
strength  of  the  country  at  all   times.     The  discarding  of  disabled  workers  is  an  economic 
extravagance  detrimental   to  the  welfare  of  our  country,  wholly  aside  from  the  personal 
effect  on  the  worker  and  his  family.     Solution  of  the  problems  of  trauma  requires  co- 
operation, and  not  competition,  between  all    interested  groups  and  agencies.     We  must 
therefore  improve  and  expand  all  activities,  public  and  private,  that  aid  in  rehabilita- 
tion of  the  disabled  worker. 

k.     The  medical   profession  should  adopt  the  concept  that  the  responsibilities  of  the 
treating  physician  extend  over  the  entire  period  of  disability  to  the  end  that  the  patient 
is  restored  to  gainful  employment  at  his  highest  attainable  skill. 

5.     Rehabilitation  and  restoration  to  gainful  employment  of  the  injured  worker  must 
begin  with  first  aid  and  continue  through  the  period  of  disability.      In  order  for  a  physi- 
cian to  carry  out  this  responsibility,    it   is  essential   for  him  to  recognize  the  total 
medical   problem  of  the  patient   in  addition  to  his   injury,  as  well   as  his  personal  problems. 
The  physician  must  bring  to  bear  on  these  problems  all   the  skills  and  disciplines  that 
science  and  society  can  offer,  and  utilize  all   community  resources  which  can  assist  him  in 
the  accomplishment  of  these  objectives. 

Scientists  can  provide  leadership,  but  success  requires  the  understanding  and  support  of  politi 
cians  and  administrators.  This  will  not  be  achieved  by  mutual  pointing  of  fingers.  A  1953  Californ 
Senate  Report,  for  example,  states  that  while 

competently  staffed  agencies  with  the  /necessary_/  physical   equipment  and  facili- 
ties...are   incredibly   inadequate   in  number establ i shment  of  fully  qualified 
agencies,  by  state  or  private  fj_nancing,    is  presently   impossible  because  of  the 
dearth  of  trained  personnel.     I_\  t  further  endorses  the  proposition  thatY  the 
need  for  trained  personnel   and  the  conduct  of  research  must  precede  the  develop- 
ment of  facilities  or  extension  of  services. '9 

This   is  an  example  of  "passing  the  buck"  which  has  been  all   too  common  among  both  politicians 
and  technicians:     The  other  fellow  must  act  first.     The  truth   is  that  neither  need  wait  upon  the 
other.     Advances  on  either  side  will   stimulate  action  on  the  other.     Procrastination  by  one  means 
continued  delay  by  both.     Furthermore,   the  legislature  itself   is  not  without  responsibility  for 
adequacy  of  trained  personnel.     Without  greatly   increased  financial   support  for  the  program  the 
necessary  personnel  will   never  be  trained.     If  the  United  States  government  had  decided  to  wait 
to  launch  its  atomic  bomb  project  until   sufficient  nuclear  physicists  had  been  trained,  the 
Manhattan  Project  would  never  have  come  into  being. 

Rehabilitation  is  a  relatively  new  field  socially  and  technically.     It   is  not  surprising  that 
its  multifarious  problems  are  far  from  solved.     Since  it  cuts  across  many  professional  and  govern- 
ment pursuits,   it  faces  the  enormous  burden  of  requiring  the  adjustment  of  older,  es tab  1 i shed ,  and 
sometimes  rigid,    institutions.     Workmen's  compensation   is   important  among  these.     Rehabilitation  is 
one  of  our  greatest  hopes   in  meeting  a  basic  problem  in  conservation  of  human  resources.     Like  pre- 
vention,   it  offers  the  prospect  that  adequate   investment   in   it  will    reduce  the  cost  and  burden  of 
occupational   disability.     It  offers  the  possibility  of  expanding  the  adequacy  of  workmen's  compensa- 
tion while  reducing  the  financial   burden.     To  the  extent  that  there   is  failure  to  take  full  advantag 
of  the  potentialities  of  the  rehabilitation  age,  we  not  only  defeat  one  of  the  basic  goals  of  com- 
pensation but  we  also  sacrifice  a  main  source  of  national  wealth,  manpower. 


Interim  Committee  on  Workmen's  Compensation  Benefits,  Report ,   Part   II,   Sacramento,   1953,  p. 
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PART  VIII 


REHABILITATION  CENTERS  AND 
SHELTERED  WORKSHOPS 


Perhaps  the  greatest  gap  in  the  rehabilitation  process  has  been  the  lack  of  sheltered  workshops. 
Although  such  workshops  have  been  in  existence  for  over  100  years   (the  first  one  being  established 
in  18^0  at  the  Perkins   Institute  for  the  Blind),   they  have  been  few  in  number  and  limited   in  purposes 
and  use  until   recently.     In  the  main  they  have  been  utilized  as  terminal  employment  centers.  The 
need  for  them  to  be  self-supporting,  or  nearly  so  (Goodwill,  for  example,   is  90  percent  self-support- 
ing), has  been  a  handicap,  sometimes  resulting  in  the  retention  of  clients  who  could  go  on  to  com- 
petitive employment  because  they  were  necessary  to  main  profitable  production. 

With  financial  assistance  available  under  PL  565,  sheltered  workshops  have  been  increasing  rather 
rapidly  in  number,  and  have  taken  on  new  functions  and  purposes.     These  have  included  the  special 
evaluation  of  the  severely  disabled,   referred  to  in  the  last  section,  and  attention  to  the  development 
of  work  habits  and  attitudes  as  well   as  work  skills.     There  have  been  a  number  of  demonstration  pro- 
jects involving  the  use  of  workshops  for  various  groups  of  severely  disabled  clients,  supported  by 
the  Office  of  Vocational  Rehabilitation.     The  literature   in  this  field   is  rapidly  expanding,  and 
cannot  be  adequately  represented  here.     The  student  should  be  familiar  with  two  recent  publications 
which  bring  together  much  of  the  new  thinking  concerning  the  use  of  workshops   in  rehabilitation 
(I,  *»). 

Rehabilitation  centers  are  relatively  new  in  rehabilitation.     They  have  developed  as  a  result 
of  the  need  for  comprehensive  medical   treatment  or  physical    restoration  services  for  the  severely 
disabled.     Recognizing  the  necessity  for  integrating  all    rehabilitation  services  from  the  beginning, 
rehabilitation  centers   include  in  their  programs  social,  psychological,  and  vocational  evaluation 
and  counseling  services.     There  has  even  been  some  effort   in  the  direction  of   including  vocational 
training  in  rehabilitation  centers. 

The  mushrooming  growth  of  rehabilitation  centers,   supported  by  Federal   funds  administered  by 
the  Office  of  Vocational   Rehabilitation,  has   led  to  the  development  of  a  variety  of  concepts  of  the 
rehabilitation  center  and   its  functions.     While  the  majority  of  centers  tend  to  be  medically 
oriented,   there  is   increasing  recognition  of  the  desirability  of  providing  nonmedical   services  as 
an  integral  part  of  the  program  from  the  beginning  of  treatment. 

PL  565  defines  a  rehabilitation  facility  as  "a  facility  operated  for  the  primary  purpose  of 
assisting  in  the  rehabilitation  of  physically  handicapped   i nd i v i dual s-- ( I )  which  provides  one  or 
more  of  the  following  types  of  services:     (a)   testing,   fitting,  or  training   in  the  use  of  prosthetic 
devices;    (b)  prevocat i onal  or  conditioning  therapy;    (c)  physical   or  occupational   therapy;    (d)  adjust- 
ment training;  or   (e)  evaluation  or  control   of  special  disabilities;  or   (2)  through  which   is  provided 
an  integrated  program  of  medical,  psychological,  social,  and  vocational   evaluation  and  services  under 
competent  professional   supervision."    To  qualify  for  support  under  the  Hill-Burton  Act   (PL  *+82)  such 
a  facilitymust  provide  services   in  all   four  areas--med i cal ,  psychological,  social,   and  vocational. 

The  articles   included  here  point  up  some  of  the  different  conceptions  of  rehabilitation  centers. 
It   is  perhaps  too  early  to  determine  just  what  direction  rehabilitation  centers  will    take,  but  it 
seems  to  be  safe  to  say  that  they  will   not  be  limited  to  physical    restoration.     There  will   need  to 
be  consideration  of  their  place   in  the  total   rehabilitation  process,  and  co-ordination  with  other 
services  and  programs,  such  as  sheltered  workshops. 
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SHELTERED  WORKSHOPS--A  CONCEPTUAL  FRAMEWORK 


Alfred  Feintuch 


Many  recent  publications  and  studies,  both  empirical   and  scientific,  bear  testimony  to  the 
effectiveness  of  sheltered  workshops   in  the  vocational    rehabilitation  of  the  handicapped.     For  those 
of  us  who  many  years  ago  struggled  to  get  community  acceptance  of  such  workshops,   the  current  trend 
toward  more  and  better  ones   is  most  heartening. 

Today's   increasing  direction  of  rehabilitation  efforts  toward  the  more  severely  handicapped, 
whose  vocational   rehabilitation  a  decade  ago  would  have  been  considered  not  feasible,  places  an  even 
greater  emphasis  upon  the  utilization  of  specially  developed  sheltered  workshop  programs.     Much  ad- 
ditional  research  and  demonstration  are  needed  to  determine  the  specific  workshop  techniques  and 
programs  which  can  be  most  effective  with  the  different  categories  of  the  severely  handicapped.  The 
current  research  demonstration  programs  for  such  groups  as  the  epileptics,  the  cerebral   palsied,  and 
the  mentally  retarded  are  excellent  examples  of  what  can  be  done  in  this  area,  given  the  requisite 
courage  and  imagination. 

With  all   the  progress  that  has  taken  place  there  is  still   a  great  deal  of  work  required  to 
develop  a  much-needed  sound  conceptual   framework  for  the  operation  of  sheltered  workshops.  What 
takes  place  with  the  majority  of  sheltered  workshop  clients  that  accounts  for  the  results  achieved 
by  these  programs?    The  better  we  understand  the  basic  psychosocial   dynamics  of  sheltered  workshop 
processes  and  environments,   the  more  effectively  will  we  be  able  to  adapt  current  sheltered  workshop 
techniques  to  the  severely  handicapped,  who  are  unable  to  obtain  and  keep  employment   in  regular  in- 
dustry. 

Since  the  environments  and  objectives  of  sheltered  workshops  differ,   it   is  not  possible  to  cover 
all  aspects  of  all   sheltered  workshops  with  one  over-all   set  of  concepts.     Yet,    in  this  writer's 
opinion,  there  are  a  sufficient  number  of  common  elements  to  form  the  basis  of  a  conceptual  framework 
for  explaining  the  effectiveness  of  sheltered  workshops   in  vocational   rehabilitation.     What  are  some 
of  these  common  elements? 


Relief  from  Social  Isolation 


Among  the  most  serious  effects,    in  our  culture,  of  extended  periods  of   involuntary  unemployment 
are  the  loss  of  morale  and  the  gradual   social    isolation  of  the  individual.     Having  lost  status  as  a 
wage  earner  and  feeling   inadequate  and  unwanted  as  a  result,   the  individual  often  compensates  for 
these  feelings  through  overaggress i veness  or  extreme  passivity.     These  feelings  tend  to  become  par- 
ticularly   acute  in  the  case  of  the  severely  handicapped,  who  are  already  subjected  to  unusual 
stresses  resulting  from  their  damaged  self-concept  and  body   image.     The  resulting  gradual  breakdown 
of  normal  communication  very  often  creates  the  social    isolation  characteristic  of  so  many  of  this 
group.     The  seriousness  of  this  situation  is  stressed  by  Lewin   in  his  statement  that  when  such  an 
individual  ceases  to  hope  "he  stops  actively  reaching  out;  he  loses  his  energy,  he  ceases  planning, 
and  finally,  he  even  stops  wishing  for  a  better  future.     Only  then  does  he  shrink  to  a  primitive 
and  passive  life"  (2,  p.  103). 

A  prime  contribution  of  most  sheltered  workshops   is  the  paid  work  experience  they  provide  their 
clients.    The  loss  of  morale  from  unemployment  can,  at  least  partially,  be  overcome  by  furnishing 
the  handicapped  with  the  opportunity  of  working,  even   if   it   is   in  a  sheltered  workshop.     Such  clients 
learn  once  again--or,    in  some  cases,  for  the  first  time--the  satisfaction  that  comes  from  working  and 
earning  their  own  money  instead  of  having  to  depend  upon  others  for  financial   assistance.     Such  paid 
work  experience  of  a  useful   nature  helps  clients  to  establish  or  re-establish  their  status  as  wage 
earners  by  helping  them  to  overcome,  at  least  partially,   their  feeling  of  being  unwanted  and  useless. 


Lifting  the  Communication  Barrier 

Second,  and  equally  important,  is  the  permissive  group  setting  provided  by  most  sheltered  work- 
shops,  in  which  the  handicapped  learn  to  work  and  get  along  with  other  people.     In  our  society  the 


Reprinted  from  the  Journal  g_f  Rehab  i 1 i  tat  ion ,  1958,  24(1),  9-10  by  permission  of  the  author  and 
publisher. 
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ability  to  get  along  with  others    is  a  basic  requirement  for  social   adjustment  as  well   as  vocational. 
The  permissive  climate  that  prevails   in  most  sheltered  workshops  helps  to  break  down  the  communica- 
tion barriers  which  exist  among  so  many  severely  handicapped  people.     The   increasing  social  inter- 
action among  clients,  both   inside  and  outside  of  the  workshop,  with  the  resulting  improvement  in 
communication,  gradually  helps  them  break  through  the  social    isolation  previously  experienced.  Thus 
the  sheltered  workshop  has  much   in  common  with  the  workshop  program  of  education  conducted  at  Wayne 
University  by  E.   C.   Kelley  and  his  co-workers.     Among  the  purposes  of  that  program  Kelley  mentions 
its  aim  to  put  participants   in  situations  and   in  a  climate  which  will   break  down  the  barriers  between 
them  which   interfere  with   ready  communication.      In  his  own  words,   "The   individual    lives  by  himself 
and   is   isolated  unless  he   is  put    in  a  situation  that  brings  him  out  of   isolation  and    into  communica- 
tion....    We  cannot   learn  from  each  other  until    isolation   is  mitigated  and  communication   is  improved" 
(1,  P.  7). 

The  sheltered  workshop  program  also  resembles,  in  some  basic  ways,  the  activity  group  therapy 
program  for  children  conducted  by  Slavson,  who  makes  this  statement:  "Emotional  reorientation  comes 
from  the  very  fact  that  the  child  experiences  actual  situations,  lives  and  works  with  other  children, 
comes  into  direct  and  meaningful  interaction  with  others,  and  as  a  result  modifies  his  feeling  tones 
and  habitual  responses"  (5,  p.  2).  Slavson  points  out  that  among  the  conditions  that  aid  the  thera- 
peutic process  is  the  discovery  by  the  children  that  they  are  not  as  unique  and  as  different  as  they 
had  thought,   since  other  members  of   the  group  acted  as   they  did  and  had  the  same  difficulties. 

A  third  contribution  of  sheltered  workshops   is   the  help   it  gives  clients    in  acquiring  good  work 
habits.     The   i d i osync rac i es  of  behavior  and  the  poor  work  habits  of  many  handicapped  persons,  who 
have  either  never  worked  or  have  been  out  of  the  labor  market  for   long  periods  of  time,  are  generally 
understood  and  tolerated  by  the  workshop  staff.     Such  behavior  does  not  usually  form  the  basis  for 
immediate  dismissal,   as   it  would   in  private   industry.     Workshop  supervisors  and  counselors  working 
with  such  clients  generally  help  their  clients   to   improve  their  work  habits  through  understanding, 
acceptance,  and  emotional   support.      In  this  connection   it   is   interesting  to  note  how  many  workshop 
clients   learn  to  feel    some  concern  and  responsibility  for  one  another.      If  a  client   is   ill   or  comes 
unusually  late,  his  co-workers  will   often  let  him  know  that  he  was  missed.     Gradually,    in  this 
atmosphere,  many  of   the  clients   learn  to  modify   irregular  work  habits. 

Re-education  cannot  be  merely  a   rational   process,   since  the  possession  of  correct  knowledge  does 
not  necessarily  suffice  to  rectify  false  perceptions.     This  principle   is  emphasized  by  Lewin  and 
Grabbe,  who  point  out  that  re-education  has   its  best  chance   in  an  atmosphere  of  freedom  and  sponta- 
neity.    They  add  this  observation: 

The  chance    of  re-education  seems  to  be   increased  whenever  a  strong  "we-feeling" 
is  created.     The  establishment  of   this   feeling,   that  everybody   is    in  the  same  boat, 
has  gone  through  the  same  difficulties,   and  speaks   the  same   language   is  stressed  as 
one  of  the  main  conditions   facilitating   the   re-education  of   the  alcoholic  and  the 
de 1  i  nquen t    (3  ,   p -   6  7 ) . 

The  climate  of  most  sheltered  workshops,  whose  clients  have  many  things  in  common,  fosters  this  "we- 
feeling."  As  the  feeling  of  group  be  1 ong i ngness  develops,  they  are  better  able  to  replace  poor  work 
habits  and  attitudes  with  new,  more  acceptable  ones. 

Benefits  to  Client  and  Counselor 

A  fourth  contribution  of  sheltered  workshops   is  that  they  build  up  the  confidence  of  many  clients 
in  their  increasing  ability  to  meet   industrial   production  standards.     While  most  workshops  do  not  have 
as   their  objective  the  teaching  of  high-level    skills,  most  clients  do  nevertheless  acquire  the  ability 
to  do  simple  manipulative  tasks.     Many  who  produce  very   little   in  the  early  days  of  their  workshop 
experience  produce  normal   or  close  to  normal   amounts  months   later.     Furthermore,  a  point  which  is 
generally  emphasized  with  most  sheltered  workshop  clients   is  that  the  work  they  are  doing  has  not 
been  created  for  the  purpose  of  keeping  them  busy.     They  come  to  appreciate  that  the  work  they  are 
performing,   though  on  a  simple  level,    is  the  same  operation  as   is  being  performed  by  workers   in  regu- 
lar  industry.     With  this   realization,   and  the  satisfaction  that  comes   from  seeing  their  productivity 
and  wages   increase  from  week  to  week,    it   is  not  surprising  to  find  that  many  clients  show  a  markedly 
increased  confidence   in  their  ability  to  meet   the  production  demands  of  competitive  industry. 

A  fifth  contribution  of  sheltered  workshops   in  the   rehabilitation  process    is   the  increasing 
effectiveness  of  vocational   and  psychological   counseling  when   integrated  with  sheltered  workshop 
programs.     With  the  opportunity  provided  them  to  observe  their  clients   in  real  work  situations, 
plus  the  ability  at   times   to  manipulate  their  clients'    immediate  environment    in  the  workshop, 
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counselors  are  generally  able  to  make  counseling  more  meaningful   to  their  clients   in  terms  of  rea 1  - 
life  situations.     Theoretical  concepts  and  values  may  have  little  meaning  to  such  clients  when 
discussed  in  interview  situations,  unless  they  have  the  opportunity  of  trying  out  their  new  orienta- 
tions under  actual  working  conditions.     Aided  by  the  re-educative  potential  of  the  permissive  group 
experience  provided  by  most  workshop  environments,  counseling  can  become  more  effective   in  helping 
clients  modify  negative  attitudes  which  are  interfering  with  their  vocational   and  social  adjustment. 

A  major  limitation  of  traditional  counseling  with  "difficult"  clients   is  that  unless  they  are 
provided  with  an  opportunity  to  work  or  to  participate   in  a  group  setting  during  the  counseling 
process  they  are  unable  to  try  out  their  new  feelings  and  attitudes  under  real-life  conditions.  As 
Slavson  indicates,  when  describing  the  dynamics  of  the  group  therapy  process,   "If  we  were  to  remove 
a  client  from  all   social   contacts  and  restrict  him  to  association  only  with  the  therapist,  there 
would  be  no  improvement.     Improvement  comes  from  co-operation   in  the  set  therapy  situation  and  the 
client's  participation  in  life"  (5,  p.  16). 

In  addition,  counselors  are  able  to  observe  their  clients  as  they  participate  in  the  workshop 
program  and  to  determine  whether  their  counseling  is  effective  in  modifying  favorably  poor  work 
habits  and  negative  attitudes,  in  increasing  productivity,  and  in  improving  the  ability  of  clients 
to  get  along  with  each  other  and  with  the  workshop  supervisor.  In  this  regard,  the  sheltered  work- 
shop's program  illustrates  the  milieu  therapy  described  by  Rusk  and  Taylor:  "Instead  of  trying  to 
reach  the  end  objective  of  adjusting  the  patient  to  his  environment  immediately,  in  milieu  therapy 
the  environment   is  adjusted  to  the  patient"  (k ,  p.  $k) , 

Recognition  of  Values 

These  then  are  some  of  the  specific  contributions  of  sheltered  workshops   in  the  rehabilitation 
of  the  handicapped.     Today's  emphasis  upon  improved  counseling  techniques   in  the  vocational  and 
psychosocial  counseling  of  the  handicapped,  justified  as   it   is,  sometimes  causes  us  to  overlook  the 
adjustment  possibilities   in  situational   techniques  and  environmental  manipulation.     The  attitudes 
and  personality  structures  of  far  too  many  people  are  so  rigid  that  they  are  not  amenable  to  direct 
modification  by  traditional  counseling  methods,  even  when  the  counseling   is  based  upon  an  adequate 
knowledge  of  individual  behaviour.     The  use  by  counselors  of  controlled  and  graduated  work  situations, 
such  as  those  which  can  be  provided   in  sheltered  workshops,    in  hospital  environments,  or   in  special 
work  projects  for  the  handicapped   initiated  as  part  of  regular   industry,  should  be  encouraged,  wher- 
ever they  are  required. 
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A  WORKSHOP  FOR  OVERCOMING  BARRIERS 
TO  EMPLOYMENT 


William  Gel  1  man  and  Simon  B.  Friedman 


The  Vocational   Adjustment  Center  of  Chicago   is  a  nonsectarian  workshop   in  which   individuals  can 
overcome     psychological   and  other  barriers   to  employment  and   learn  to  assume  the  role  of  workers. 
It  was  established  by  the  Jewish  Vocational   Service  to  serve  handicapped  persons  who  possess  working 
capacity  but  show  a  consistent  pattern   involving  either  nonacceptance  of  proffered  positions,  employ- 
er  rejection,  or  job  hopping.     At   the  core  of  their  vocational   maladjustment   is  a  negative  attitude 
toward  work.     To   induce  a  positive  attitude  the  Center  utilizes  such  variables  as  the  meaning  of 
work,   the  derivation  of  work  satisfaction,   adjustment   to  supervision,   adaptation  to  Job  pressure, 
and    interpersonal    relations  on  the  job.     The  work  setting  attempts  to  reproduce  customary  industrial 
work  conditions  with  respect  to  wages,  hours,  conditions  of  work,   type  of  work,  and  emp 1  oyer -emp 1 oyee 
re  I  at  i ons . 

The  Center  began  operations  on  January  I,   1952  as  a  three-year  experimental  project  financed  by 
the  Jewish  Federation  of  Chicago  and  the  Wieboldt  Foundation.     Operating  on  a  yearly  budget  of 
approximately  $21,000,  with  a  proposed   1953  budget  of  $3^,000,    its  staff  consisted  of  two  full-time 
vocational   counselors,  one  half-time  sem i prof ess i ona 1   clerk,   and  a  half-time  psychologist.      Its  maxi- 
mum capacity  at  any  one  time   is   15  clients. 

in  an  eight-week  vocational   adjustment  program  clients  are  helped  to  develop  positive  work 
personalities.     Depending  upon  the  psychological   needs  of   the  applicant,   a  variety  of  work  conditions 
are  possible.     For  example,   applicants  may  work  alone  or   in  groups;   group  settings  may  be  changed  to 
enable  the  applicant  to  act  as  a  leader  or  follower;  supervision  may  be  permissive,  mild,  or  authori- 
tative;   it  may  be  directed  toward  errors    in  production  or  meeting  group  standards;  production  require- 
ments may  be  varied  to  foster  client  success  or  failure. 

Sources  of  Applicants 

Applicants  are   referred  to  the  Center  by  counselors  of  the  Jewish  Vocational    Service,   the  Illi- 
nois State  Division  of  Vocational   Rehabilitation,  which  co-operates    in  the  project,  or  other  social 
agencies.     After  vocational   analysis   they  are  given  a  battery  of  tests  consisting  of  the  Wechsler- 
Bellevue,  manual   dexterity  tests,   and  the  Rorschach.     The  Thematic  Apperception  Test,  standard 
achievement  tests,   and  other  tests  are  given  when  necessary.     Applicants  are  retested  at  the  con- 
clusion of  their  adjustment,  training  program. 

An  initial  case  conference   is  held  for  each  applicant.     Participants  are  the  vocational  counse- 
lor,  the  Center  supervisor,   the  psychologist,   the  caseworker,  and  psychiatrist.     Each  applicant's 
work  behavior   is  analyzed  to  determine  the  environmental   and  personal    factors   facilitating  or  limit- 
ing vocational   adjustment.     An    individual   program   is  developed  to  help  the  applicant   in  one  or  more 
of  the  following  areas:     interpersonal    relations  on  the  job;  adjustment  to  work  pressures;  perception 
of  work  situations;  derivation  of  work  satisfaction;   and  mobilization  of  energy    in  a  work  situation. 

Formal   reports  are  sent  to  the  referring  agency  and  the  vocational   counselor.     The  report 
includes   information  regarding  productivity,   behavior,   attitudes   toward  work,   and  other  pertinent 
observations.     A  rating  scale   is  used   to  record  observations  during  the  second  and  seventh  week. 
During  the  seventh  week  a  conference   is  held  with  participating  agencies   to  evaluate  the  individual's 
growth   in  the  Center  and  to  make   further  recommendations. 

Following  completion  of   the  adjustment  period,   contact    is  maintained  with  clients   for  one  year. 
During  this  time  they  are   interviewed  periodically   to  further  on-the-job  adjustment  and   to  permit 
evaluation  of  changes    in  attitudes   resulting  from  the  Center  experience. 

Thirty-eight  applicants  were   in  the  Vocational   Adjustment  Center  Program  during   its  first  six 
months.     They  ranged   in  age  from   18  to  60.     Their    IQ's   ranged  from   less   than  50  to  120.     Most  appli- 
cants presented  multiple  handicaps,   generally,   poor  emotional   attitudes   toward  work  combined  with 
mental    retardation,   a  physical   disability,   or   inability  to  accept   the  occupational   goals  of  our 
culture.     The  major  problems  were  mental    retardation  and  emotional    attitudes   toward  work.  Others 
were  orthopedic  problems,   spasticity,  major  surgery,   cardiac   impairment,   and   limited  use  of  limbs. 
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Sixteen  of  the  38  had  never  worked,   \k  had  no  United  States  work  experience,  and  3  had  worked 
less  than  six  months.     In  all    instances  of  prior  work  experience,   the  employment  record  was  poor  and 
spotty.     Of  the  31   applicants  who  completed  the  program,   26  were  deemed  placeable.     Of  these,  23 
found  employment,  one  sought  employment,  and  two  were  in  trade  schools.     Most  clients  displayed  in- 
creased job  sa i tsf act i on ,  greater  work  stability,  and  more  willingness  to  seek  and  accept  work. 
Typical  1 y,  ind ividual s  who  prior  to  the  program  did  not  seek  work  on  their  own  accord  did  so  after 
completing  it.     They  showed   increased  awareness  and  acceptance  of  their  vocational    limitations.  In 
general,  the  Center  was  most  successful  with  passive   individuals  who  displayed  fear   in  a  work  situa- 
tion and  with  the  mentally  retarded.      It  was  least  successful  with  those  who  were  unable  to  control 
their  impulses  and  acted  out  their  problems   in  a  work  situation. 

A.  B. ,  a  young  woman  of  22,  was  typical  of  the  mentally  retarded  at  the  Center.     She  had  never 
obtained  work,  despite  efforts  of  her  parents  and  friends.     The  Center  helped  her  develop  work  habits 
and  evaluated  her  ability  to  perform  routine  tasks  and  to  relate  to  co-workers.     There  she  was  able 
to  adjust  to  her  fellow  workers  and  to  supervision  and  to  do  most  of  the  subassembly  tasks  assigned 
her.     After  eight  weeks  she  was  placed  on  a  job  and,  when  followed  up  four  months   later,  was  still 
emp 1 oyed . 

Mr.   L, ,  a  former  sexton   in  Europe,  was  unwilling  to  accept  any  other  type  of  work  and  to  relin- 
quish his  financial  dependence  upon  a  casework  agency.     Despite   intensive  casework  and  counseling, 
he  was  unacceptable  to  employers  because  of  his  garb,  mannerisms,  and  attitude  toward  industrial 
work.     The  Center,  attempting  to  demonstrate  to  Mr.   L.   that  he  could  derive  satisfaction  from  indus- 
trial work,  placed  him  in  group  situations   in  which  he  functioned  as  a  leader  and  provided  work  which 
he  was  able  to  perform  successfully.     His  weekly  salary  check  was   important  to  him.     After  three 
weeks  at  the  Center,  he  assumed  the  dress  of  an  American   industrial  worker.     After  six  weeks,  he 
found  employment.     His  caseworker  recently  wrote  of  the  satisfactions  he   is  receiving  from  work  and 
financial  independence. 

In  setting  up  the  Center  certain  assumptions  were  made  regarding  current   industrial  practices 
and  vocational   attitudes.     These  appear  to  have  been  substantiated.     They  are: 

Three  Assumptions 

First,   that  the  majority  of  unskilled  and  semiskilled  positions  require  a  "work  personality" 
rather  than  specific  experience  and  that  job  turnover   is  more  often  due  to  inadequate  vocational 
adjustment  than  to  lack  of  skill. 

Second,  that  each   individual   reacts   in  a  characteristic  manner  to  the  entire  range  of  vocational 
situations  and  that  when  work  acquires  a  positive  value  for  an  individual,  his  job-seeking  efforts, 
job  performance,  and  job  satisfaction  will  increase. 

Third,  that  a  successful  work  experience  which  generates  job  satisfaction  will   help  an  individ- 
ual  to  identify  with  and  strive  to  attain  the  "work  personality"  stressed   in  our  culture. 

Of  particular  interest  are  the  testing  and  retesting  results.     Although  the  number   involved  is 
small    (twenty),    it  appears  that  neither  basic  intelligence  nor  underlying  personality  structure  is 
changed  by  the  Center  experience.     Changes   in  vocational   patterns  occur,  however,  and  are  of  suffi- 
cient magnitude  to  enable  applicants  to  adjust  vocationally. 

Case  analysis   indicates  that  the  meaning  of  work  and  ability  to  derive  satisfaction  from  work 
are  fundamental   components  of  vocational   patterns.     It  also  appears  that  persons  who  act  out  person- 
ality difficulties  can  adjust  vocationally   if  there   is  some   intact  social   behavior,    if  there   is  a 
drive  to  accept  authority,  and   if  their   impulses  are  quiescent. 

On  the  basis  of  work  presently  being  done,    it  appears  that  the  Vocational  Adjustment  Center 
training  is  a  feasible  technique  for  helping  mentally  retarded  young  adults  develop  positive  work 
patterns.     This  development  appears  to  proceed  at  a  more  rapid  rate   if  the  mentally  retarded  adults 
form  a  small   portion  of  a   larger  group  of  handicapped  persons  with  a  normal   distribution  of  intel- 
1  i  gence . 

Arrangments  are  presently  being  concluded  with  the   Illinois  State  Division  of  Rehabilitation  to 
use  control   groups  to  measure  more  directly  the  degree  to  which  Vocational  Adjustment  Center  training 
benefits  handicapped  persons.     Clients  of  the   Illinois  State  Division  of  Rehabilitation  for  whom 
referral   to  the  Center  seems   indicated  will   be  broken  down   into  two  groups  matched   in  terms  of  age, 
intelligence,  handicap,  sex,  and  socio-economic  status.     One  group  will   be  given  Vocational  Adjustment 
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Center  training  and  one  will   not.     A  comparison  will    then  be  made  of  the  subsequent  employment 
history  of  both  groups. 

For  the  future,   the  Vocational   Adjustment  Center   looks  forward   to  further  analysis  and  measure- 
ment of  the  components  of  vocational   adjustment  and  continued  development  of   individualized  psycho- 
logical work  programs.     Attempts  w i 1 1   be  made  to  vary  job  elements  more  directly   in  such  areas  as 
supervisory  roles  and  job  tensions,   and  to  expand  the  use  of  the  Center  as  a  test  laboratory  for 
analyzing  vocational   behavior.      It    is  planned   to  review  the  testing  and   retesting  results  as  soon 
as   30  applicants  have  been   tested  and   retested,   and  to  continue  to  study  the  effects  of  the  Center 
program  upon  the   intelligence,   personality,   and  vocational   patterns  of   its  clients. 
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EMPLOYAB I LITY  OF  THE  MULTIPLE-HANDICAPPED 
Will  i  am  Usdane 


During  the  past  fifteen  years,   the  anxieties  of  parents  have  been  matched  by  the  professional 
frustrations  experienced  by  counselors  attempting  to  evaluate  the  vocational   potential  of  the  young 
adults  with  cerebral   palsy.     The  parents  realized  that  the  vocational   problems  were  a  part  of  a 
greater  need  to  discover  the  causes  of  crippling  and  to  develop  methods  of  prevention  and  treatment. 
They  worked  with  existing  organizations  and  formed  their  own,  which  later  joined  forces  with  the 
professional   team  members   in  the  field  of  rehabilitation  to  wage  a  concerted  attack  on  the  many 
problems   (11,   13).     The  professionals  tended  to  comment  on  these  problems   in  the  literature,  with 
only  a  handful  of  voluntary  agencies,  mostly  on  the  east  coast,  experimenting  with  technics  and 
approaches  for  those  who  were  multiple-handicapped,  phys i cal  1  y,  mental  1 y ,  and  emotionally   (6,  15). 
The  author  found  himself  a  member  of  the  concerned  professional   group,  working  as  a  counselor  within 
the  framework  of  a  vocationally  oriented  rehabilitation  center  and  faced  with  the  reality  of  finding 
employment  for  the  multiple-handicapped  (14). 

Major  problems   in  the  area  of  employment  became  more  apparent  as  medical    treatment  improved. 
The  cerebral   palsied  with  multiple  handicaps  trained  for  activities  of  daily  living  achieved  skills 
that  could  now  be  considered  for  vocational  evaluation.     Vocational   programs,  however,  still  lacked 
an  effective  body  of  special   technics.     A  setting  was  needed   in  which  the   individual   could  see  him- 
self on  a  reality  basis,  and   in  which  the  vocational   counseling  process  could  reinforce  such  reality 
on  a  daily  continuum.     Before  Public  Law  565 ,  passed   in  195'-+,    increased  support  of  rehabilitation 
programs  and  research,  the  counselor  was  too  rarely   involved   in  the  day-to-day  process  of  the  very 
few  situations   in  which  the  multiple-handicapped  were   involved  with  work  realities.     In  the  few 
facilities  where  the  severely  handicapped  could  obtain  an  approach  to  his  potential   aptitudes  and 
abilities  for  training  or  employment,  staff  assignments  deterred  the   intensive  client-counselor 
vocational  and  psychological   relationship  that  we  now  know  is   imperative  for  personal   growth  and 
vocational  development. 

Recent  Experimental  Developments 


Since  the  passage  of  Public  Law  565 ,   the  Office  of  Vocational   Rehabilitation  has  encouraged  and 
supported  twenty-three  demonstration  projects  that  have  emphasized  the  work-oriented  rehabilitation 
resource.     These  programs  provide   in  their  staffing  formula  counselors  who  are  concerned  with  the 
workshop  adjustment  and  progress  of  the  client.     The  counselor  as  staff  member  has  a  variety  of 
duties:     He  orients  the  client  to  the  workshop,    interprets  the  client  to  other  workshop  personnel, 
assists  the  client  to  adapt  to  workshop  conditions,    interprets  workshop  standards  and  goals  to  the 
client,  counsels  the  client  about  workshop  adjustment  problems,   records  observations  and  findings 
related  to  the  client's  behavior  and  performance  in  the  workshop,  consults  regularly  with  the  employ- 
ment counselor,  and  participates   in  planning  subsequent  service.     When  his  caseload   is  only  eight  to 
fifteen  clients,   the  counselor  also  frequently  assists   in  placement.     Since  these  projects  attempt 
an  intensive  approach  to  the  emp I oyab i 1 i ty  of  the  multiple-handicapped,  primary  emphasis   is  usually 
on  the  vocational   adjustment  or  exploratory  phase,    leading  to  training   in  personal   adjustment  and 
then  to  subsequent  training  or  selective  placement  (4). 

In  1958,  three  agencies  concerned  with  the  emp 1 oyab i 1 i ty  of  the  handicapped  were  chosen  as 
prototypes  by  the  OVR.     Started   in   1955,   the  Cerebral   Palsy  Work  Classification  and  Evaluation 
Project  located   in  New  York  City  at  the   Institute  for  the  Crippled  and  Disabled  was  made  the  proto- 
type for  three  others   in  St.   Louis,  Philadelphia,  and  Portland,  Oregon.     The  Vocational  Adjustment 
Center  of  the  Jewish  Vocational   Service  of  Chicago,  which  received  an   initial   grant   in  1955,  became 
the  prototype  for  three  projects  at   Indianapolis,  Cincinnati,  and  Kansas  City,  Missouri.     The  first- 
mentioned  prototype  confines   itself  to  the  cerebral   palsied  client;   the  other  handles  also  other 
multiple-handicapped  clients.     The  New  York  Association  for  the  Help  of  Retarded  Children  was  given 
a  grant  to  demonstrate  that  sheltered  workshop  training  can  discover  and  describe  the  major  factors 
inhibiting  success   in  work  dealing  with  the  emp 1 oyab i 1  i ty  of  mentally  retarded  young  adults.  This 
project,  begun  in  1955,  served  as  the  prototype  for  ten  occupational   training  centers  and  evaluation 
facilities  for  the  mentally  retarded  throughout  the  country.     Many  of  the  ten  also  accept  the  cere- 
bral palsied. 


Condensed  from  Rehab  i I  i  tat  i  on  L  i  terature ,  1959,  20,  3"9  by  permission  of  the  author  and 
publ i  sher . 
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In  the  above  prototype  facilities,   there  was  at  first  an  attempt  to  stress  differences  between 
the  evaluation  process  and  workshop  adjustment--especi al 1 y  if  the  sheltered  workshop  existed  as  part 
of  a  larger  facility.     However,   this  separation  was  found  not  to  be  meaningful   to  the  clients,  since 
it  set  up  a  false  distinction  between  component  units  rather  than  presenting  them  as  aspects  of  a 
continuing  process.     It  was  found  that  to  the  multiple-handicapped   individual  during  his  evaluation 
or  workshop  adjustment  period  the  key  figure   in  the  client's  perception  of  his  work  role  was  the 
counselor  directly  concerned  with  him.     (This  concept  will   be  developed  later  in  this  article.) 
Around  the  vocational   counseling  relationship  with  the  multiple-handicapped  individual   there  must  be 
a  work-oriented  environment  with  a  reality  nature.     This  environment  may  take  the  form  of  a  work- 
adjustment  program,  a  work-classification  and  evaluation  center,  a  sheltered  workshop,  or  any  facili- 
ty that  houses  a  vocational   exploration  unit.     The  focus  of  the  work-oriented  environment  must  be 
directed  toward   individual   adjustment  within  a  group  approach,  since  the  several  rehabilitation 
philosophies  agree  on  at   least  one  major  premise:     a  consideration  of  the  worth  and  dignity  of  the 
individual  within  the  community   in  which  he  resides. 

Workshop  Reality  Adjustment   is  Threatening 

Evaluators  and  workshop  supervisors  often  do  not  realize  that  what  appears  to  be  unreasonable 
hostility  or  unwarranted  affection  from  the  client  has  relationship  to  the  evaluator,  not  as  a 
specific  person,  but  mainly  as  a  parental   substitute.     In  fact,   the  young  adult  cerebral  palsied 
individual  may  relive  early  childhood  conflicts  with  his  parents  or  teachers  by  identifying  the 
evaluator  or  shop  supervisor  with  the  original   objects  of  his  difficulties.     The  multiple-handicapped 
individual   finds  himself   in  a  reality-oriented  vocational   evaluation  or  workshop  setting  that   is  es- 
sentially a  new  experience  for  him.     Within  that  new  experience  is  a  need  to  find  as  much  appropriate 
security  and  support  as  possible.     He  needs  the  type  of  relationship  that  would  be  professionally 
supportive  without  recreating  a  relationship  that   in  the  past  has  been  conflictive  and  which  has  in- 
creased his  dependency  rather  than  fostered  an  opportunity  for  normal   growth  and  development.  The 
relationships  he  has  often  encountered   in  physical    rehabilitation  programs  have  not  had  the  realistic 
base  that  accompanies  competitive  employment.     The  three  prototype  OVR  projects  copied  throughout  the 
country  are  concerned  with  these  basic  realities  of  competitive  employment  and  attempt  to  meet  them 
through  vocational  exploration  or  adjustment,  utilizing  either  actual   subcontract  work  or  simulated 
subcontract  work  through  work  samples.     Here  then   is  a  microcosm  of  the  real  world  of  work,  affording 
the  multiple-handicapped  an  opportunity  to  experience  what   it   is  believed  the  normal    individual  sus- 
tains without  a  specialized  occupational   adjustment  program  (12). 

It   is    in  this  setting  of  work  realities    in  which  many  of  the  fears  of  the  multiple-handicapped 
may  arise.     In  his  anxiety  to  achieve,   finding  himself  faced  with  some  shattering  realities  of  limi- 
tation, he  may  relive  certain  neurotic  conflicts  that  are  an  unconscious  part  of  him  as  a  result  of 
early  difficult  familial   relationships.     As  a  result,  he  may  "act  out"  his   impulses  toward  the 
evaluator  whose  understanding  of  this   is  essential    if  the  emp I oyab i 1 i ty  of  the  individual    is  to  be 
appropriately  evaluated.     Too  often,   the  acting  out   is  misunderstood  to  a  point  where  the  client  is 
referred  off  the  floor  to  someone  "professional"  who  will  work  through  the  problem.     But  the  voca- 
tional  adjustment  center  should  face  the  problem  on  the  floor  of  the  workshop  itself.     For  such 
problems  are  the  day-to-day  anxieties  that  any  worker  may  experience  within  the  framework  of  a  new 
job.     Problems  mentioned  here  are  not  those  of  such  a  deep-seated  nature  as  to  require  immediate 
mental  hygiene  from  the  psychiatrist,   the  clinical   psychologist,  or  the  psychiatric  social  worker. 
These  are  difficulties  assumed  by  the  normal   job  applicant   in  his  adjustment  to  a  new  work  situation. 
It   is  felt  that  the  many  job-reality  problems  stemming  from  the  client's   interpersonal  relationships 
with  his  peers  should  be  dealt  with   in  the  setting   in  which  they  arose. 

These  problems  may  be  day-to-day  conflicts  set   in  motion  by  the  unconscious    impulses  or  drives 
of  the  client  toward  his  evaluator  or  workshop  supervisor.      If,   then,   the  workshop  supervisor  can 
work  through  the  problem  within  the  setting  for  as   long  as  necessary,    it  may  prove  to  be  far  more 
meaningful   to  the  client  than  a  referral   to  another  source  for  support  and  understanding.     This  does 
not  mean  that  the  evaluator  sits  down  with  the  client  at  the  time  and  begins  a  counseling  session 
across  a  desk.     Nor  does   it  mean  that  the  workshop  supervisor   immediately  conducts  an  Interchange 
that  bores    into  the  early  psychic  conflicts  of  the  client.     The  situational    technic  around  the 
reality  of  occupational   adjustment  means  more  than  a  vocational   evaluation  and  exploration.  It 
should  encompass   the  capacity  of   the  client  to  work  with  others  within  a  work  situation.     But  too 
often  the  client    is   referred  to  a  member  of   the  mental   hygiene  team  for  difficulties  that  could  be 
dealt  with  better  within  the  framework  of  a   therapeutically  oriented  setting,   between  workshop 
supervisor  and  client. 
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This,  then,  brings  up  what   is  felt  by  the  author  to  be  one  of  the  major  reasons  why  the  proto- 
type occupational   adjustment  centers  or  vocational  exploration  projects  were  chosen  by  the  OVR  to  be 
simulated  throughout  the  country.     In  each  case,  evaluators  have  had  a  vocational  counseling  back- 
ground or  sufficient  training  in  the  counseling  relationship  to  handle  floor  problems.     In  workshops 
throughout  the  country,  such  problems  previously  were   (a)  not  handled  and  the  client  found  unemploy- 
able because  of  lack  of  skills  of  any  employable  variety,    (b)  not  handled  and  the  client  found 
unemployable  because  of  his   inability  to  get  along  with  the  floor  supervisor  or  his  peer  group, 
(c)  handled  by  a  referral   to  a  professional  worker  whose  understanding  of  the  difficulty  might  be 
distorted  by  the  reason  given  for  referral,  (d)  handled  by  referral   to  a  professional  worker  familiar- 
yet  unable  to  deal  with  the  problems  of  the  floor  supervisor,  who  needed  more  help  than  the  client, 
(e)  handled  by  a  folder  referral   to  a  professional  consultant  twice  removed  from  the  scene  of  diffi- 
culty,  (f)  handled  by  the  team  approach  of  the  professionals  at  a  conference  without  the  floor  super- 
visor who  could  not  be  spared  from  the  workshop,    (g)  handled  by  referral  of  the  client  to  another 
agency  where  such  counseling  services  were  available,  or  handled  by  some  other   inadequate  means  as  an 
evasion  of  rehabilitation  responsibility. 

In  the  prototype  settings,  however,  considerable  attention  is  given  this  relationship  between 
the  client  and  the  supervisor.     At  the  Vocational  Adjustment  Center   in  Chicago,  the   Intake  Committee 
formulates  an  initial   plan  for  the  client's  treatment  in  the  workshop,   taking  into  account  his 
peculiarities  and  needs  as   indicated  by  the  case  history  material   and  the  psychologist's  appraisal. 
"There  may  be  a  recommendation  for  particularly  close  supervision  because  of  tendencies  to  act-out, 
or  an  alternative  plan  for  particularly  warm  support  because  of  pronounced   interpersonal  fears" 
P.  **9). 

In  the  New  York  City  Training  Center  and  Workshop  for  the  mentally  retarded,  some  with  multiple 
handicaps,  the  supervisor  "can  stimulate  growth  and  change  in  the  trainee  on  the  basis  of  this  rela- 
tionship which  might  not  be  possible  otherwise"  (8,  p.  8k).     In  fact,  his  role  shifts  constantly  in 
relation  to  the  needs  of  the  trainees  served  and  to  the  reality  demands  of  the  work.     "In  any  one 
day  he  may  be  a  Foreman,  a  Big  Brother,  a  Teacher,  a  Boy  Scout  leader,  a  stern  disciplinarian...." 
(8).     All   these  psychological   perceptions  of  the  supervisor  are,  of  course,   the  irrational  percep- 
tions of  the  client.     But   it   is  the  supervisor  who  should  be  aware  of  the  client's  probable  tendency, 
on  an  unconscious  level,   to  project   irrational    roles  to  the  supervisor  due  to  inherent  anxieties  with 
the  workshop 1 s  reinforcement  of  reality.     These   irrational   roles  spring  from  the  client's  responses 
to  the  supervisor  as  a  result  of  the  client's  earlier  experiences. 

This  relationship  is  based  upon  the  phenomenon  of  transference   in  psychoanalytic  theory  (3, 
p.   139;  9,  pp.  80-97).     In  his  recent  book,  Menninger  states  that  transference  involves  "the  un- 
realistic roles  or   identities  unconsciously  ascribed  to  a  therapist  by  a  patient   in  the  regression 
of  the  psychoanalytic  treatment  and  the  patient's  reactions  to  this  representation  derived  from 
earlier  experience"  (5,  p.  81).     Thus  the  client  may  project  to  the  floor  supervisor  characteristics 
of  certain  individuals  with  whom  in  the  past  the  client  has  had  some  difficulties.     The  very  nature 
of  the  reality  setting,   the  demands  of  production,   the  competitive  relationship  of  his  peers,  the 
learning  of  work  habits  and  procedure,  and  the  unfolding  of  occupational   areas  may  bring  a  host  of 
irrational   responses  from  the  client  on  an  unconscious   level.     The  supervisor  may  have  extreme  dif- 
ficulty in  understanding  the  client's   irrational   projections  unless  he   is  able  to  understand  the 
transference  phenomenon. 

The  author,  however,    is  not  requesting  that  the  supervisor  deal  with  these  problems  as  they 
arise  with  an  attempt  to  engage  in  pseudopsychoana 1 ys i s  with  the  client.     This   is  not  the  implica- 
tion intended.     In  the  short  period  of  time  the  client   is  with  him,   the  supervisor   in  no  way  attempts 
to  work  with  the  client's  personality  structure  for  change.     Neff  used  the  Rorschach  test  on  thirty- 
two  subjects  before  and  after  an  eight-week  adjustment  program.     He  found  that  vocational  adjustment 
and  employabi 1 i ty  had  occurred  "without  any  alteration  of  the  client's  personality  structure"  (7). 

Not  only  does  the  therapeutic  milieu  account  for  the  personal   and  vocational  development  of  the 
individual,  but,    in  addition,   the  counseling  relationship  between  the  client  and  the  floor  supervisor 
affords  professional   support  and  understanding  for  total   growth.     Feintuch  underlines  this  point  by 
saying  that  in  the  rehabilitation  process  sheltered  workshops  provide  vocational   and  psychological 
counselors  with  "the  opportun i ty . . . to  observe  their  clients   in  real  work  situations,  plus  the  ability 
at  times  to  manipulate  their  client's   immediate  environment..,"   (2).     He  does  not  state,  however, 
that  the  counselors  would  be  the  supervisors  within  the  workshop  setting   itself,  but  that  they  are 
"able  to  observe  their  clients  as  they  part i c i pate. .. and  to  determine  whether  their  counseling  is 
effective   in  modifying  favorably  poor  work  habits. ..and   in   improving  the  ability  of  clients   to  get 
along  with  each  other  and  with  the  workshop  supervisor." 


245 


What  the  prototype  projects  have  appeared  to  show  is  that  with  the  client  who  is  severely  handi- 
capped both  physically  and  emotionally,   the  supervisory  role  within  the  workshop  needs  to  be  combined 
with  a  professional   background   in  the  counselor.     Brenner  sees  as  a  fundamental   hypothesis  Freud's 
theory  that  the  major  part  of  mental   functioning  goes  on  without  consciousness  and  that  consciousness 
is  an  unusual   rather  than  a  usual   quality  or  attribute  of  mental   functioning   (I,  p.    15).     The  trans- 
ference phenomenon  is  an  unconscious  process.     The   impulses  of  the  client  that  propel   the  irrational 
projections  and   identifications  onto  the  floor  supervisor,    investing  him  with  unrealistic  roles,  stem 
unconsciously.     The  supervisor,   thus   invested  with  an   identity  of  authority   in  one  way  or  another, 
must  be  professionally  responsible  to  the  client   in  his  relationship  so  as  not  to  misuse  or  distort 
this  authority   in  a  way  that  may  have  disturbed  the  client   in  the  past.     Yet,   the  supervisor,  with 
an  understanding  of  the  transference  phenomenon,  can  be  what  has  been  termed  a  "benevolent  tyrant." 
Since  the  milieu   is  a  therapeutic  one,   the  client  may  then  respond  to  the  appropriate  authority  that 
is  ut  i 1 i  zed . 

When  that  authority   is  misused,  or   inappropriately  construed,   the  phenomenon  becomes  that  of 
countertransference.     "The  observations  and  definition  of  transference  can  easily  be  converted  into 
the  observations  and  definition  of  countertransference.     The  difference  between  transference  and 
countertransference  as  observed  and  defined   is  solely  the  person  about  whom  the  observations  and 
definitions  revolve"   (16,  p.    192).     Insofar  as  the  structure  of  the   interrelationship  process  is 
concerned,   transference  and  countertransference  are  similar,  depending  upon  whether   it   is  the  client 
or  the  supervisor  who  experiences  the  distortion.     Certainly  within  this  relationship,    it   is  neces- 
sary to  be  concerned  with  the  unconscious  dependency  needs  of  the  client  or  the  unconscious  authority 
needs  of  the  work  supervisor.     Most   important   is  the  understanding  the  supervisor  should  bring  to  the 
client's  acting  out  or  "acting  up."    This   is  usually  caused  by  a  mobilization  of  his  old  anxieties  in 
the  new  learning  situation,  a  situation  in  which  the  supervisor  may  unfortunately  be  hoisted,  through 
his  own  inadequate  understanding,  with  a  petard  created  by  his  countertransference.     Understanding  of 
this  concept  would  strengthen  the  desirability  of  a  relationship  between  the  supervisor  and  the 
client  within  the  work  setting  that  would  be  more  than  one  of  acceptance.     This   is  not  enough,  since 
many  supervisors   in  workshops  have  come  from  business  and   industry  and  have  a  high  tolerance  for  the 
handicapped,  but  this  tolerance   is  not  supported  with  a  professional   counseling  understanding  of  the 
emotional   problems  of  the  client  that   immobilize  his  emp 1 oyab i 1  i ty  and  directly  conflict  with  his 
process  of  learning  work  habits  as  well   as  skills. 

In  reviewing  this  relationship  of  the  supervisors  with  the  clients   in  some  of  the  prototype 
projects,    the  author  has  had  the  opportunity  to  realize   its  effectiveness  upon  clients'   emp 1 oyab i 1 i ty . 
Where  in  the  past  mechanical  jigs  and  contrivances  had  to  be  set  up  for  the  client  for  him  to  accom- 
plish certain  work  tasks,   the  supervisor-client  counseling  relationship  has  afforded  the  client,  in 
growth,   the  opportunity  to  test  out  his  own  approach  to  certain  work  samples.     In  many  cases,  he  has 
been  able  to  provide  the  type  of  physical   adjustment  to  the  task  without  any  mechanical  assist. 

Summa  ry 

It  would  appear  that   the  new  projects  concerned  with  the  emp 1 oyab i 1 i ty  of  those  with  multiple 
handicaps,  physical,  mental,  and  emotional,  are  heading  toward  a  consideration  of  the  client  as  a 
normal  personality.     In  the   interpersonal    relationships  afforded  him  within  the  work  reality  setting, 
there   is  the  chance  for  the  client  to  maintain  a  normal   "relationship  of  mutuality  with  others"  (10). 
In  the  past  he  has  had   little  opportunity  to  sustain  this  type  of  relationship  with  his  peers,  and 
his  parental    relationships  have  not  always  afforded  him  the  normal  opportunities  for  growth  and 
development.      In  the  past   the  clinical    team's   relationship  with  him  has  allowed   the  team  more  under- 
standing of  the  client's  pathology   in  the  studies  of  personality  and  behavior  dynamics  than  of  the 
client's  emp 1 oyab i 1 i ty . 

Here   in  a  workshop  setting,   then,    is  a  chance  for  his  basic  trust   in  the  supervisor  who,  invest- 
ed with  unconscious   identifications  by  the  client,    is  aware  of  the  client's  needs  to  act  out.  While 
it  may  also  be  the  therapeutic  environment  that  allows  for  this  acting  out,    it   is  the  counseling 
relationship  from  the  floor  supervisor  that  on  a  day-to-day  basis  can  help  the  client  have  insight 
as  to  his  work  role  as  well   as  his   interpersonal   role  with  others.     Reinforcement  of  workshop  reality 
and  professional   understanding  must  be  concurrent.     This  has  been  possible   in  certain   initial  projects 
supported   in  part  since  1955  by  the  Office  of  Vocational   Rehabilitation.     These  projects  are  concern- 
ed with  the  vocational   and  personal    adjustment  of  the  multiple-handicapped   individual.     Through  them 
attempts  have  been  made  to  show  the  ability  and  capacity  of  the  professionally  trained  counselor  to 
assist   in  the  emp 1 oyab i 1 i ty  of  the  handicapped  through  a  new  role   in  the  process  of  rehabilitation. 
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VOCATIONAL  TRAINING   IN  A  REHABILITATION  CENTER 


Frederick  A.  Whitehouse 


Part  i 


When  a  rehabilitation  center   is  being  established,  or   is  seeking  to  expand   its  services,  certain 
important  questions  arise,  among  them  these:     Do  we  need  a  vocational   rehabilitation  department?  If 
we  do,    is  training  a  necessary  part  of  this  service,  or   is  a  vocational    rehabilitation  counselor  suf- 
ficient? 

Analysis  of  the  prevailing  thought   in  rehabilitation  today  d i sc 1 oses-- i f   it   is  permissible  to 
overs impl i fy--two  divergent  groups.     One  would  define  rehabilitation  as  the  "third  phase  of  medicine." 
This  group  thinks   in  terms  of  physical  medicine  and  usually  adds  one  or  two  other  professional  serv- 
ices to  have  a  "hospital"  rehabilitation  center. 

The  other  group,  of  different  orientation  entirely,  would  adhere  to  the  definition  of  the 
National   Council  on  Rehabilitation:     Rehabilitation   is  the  restoration  of  the  handicapped  to  the 
fullest  physical,  mental,  social,  vocational,  and  economic  usefulness  of  which  they  are  capable. 
The  modern  rehabilitation  center  is  of  this   latter  group.     To  them,  medicine  is  one  of  the  phases  of 
rehabilitation.     Their  main  purpose   is  to  make  a  reality  the  placing  of  the  individual    in  society  as 
a  functioning  member.     They  are  in  position  to  handle  the  seriously  disabled   individual,  whereas  the 
"hospital   unit"  group  must  recognize  its  own  limitations  and  be  careful    lest   it  fail   to  serve  the 
best   interests  of  many  clients,  either  by  not  treating  important  needs  or  by  being  completely  unaware 
of  them.     This  follows  from  the  fact  that  the  detection,  delineation,  and  treatment  of  a  need  can 
only  be  done  by  specific  professional  personnel    in  the  area  of  that  need. 

There  are  many  establishments  taking  the  broader  view  of  rehabilitation  which  do  not  have  voca- 
tional  training.     They  may  not  recognize  what  advantages  such  a  service  offers,  or  may  fail   to  appre- 
ciate the  values  which   it  contributes  towards  the  strengthening  and  the  orienting  of  the  other 
services.     Then,   too,    it   is  a  question  whether  vocational   training  should  be  an   integral   part  of  the 
center  or  merely  one  which  works   in  close  cooperation  though  apart,  perhaps  under  other  administra- 
tion.    Decisive  here   is  the  degree  to  which  the  handicap  tends  to  make  the  individual   a  serious 
problem.     The  more  serious  the  total   situation  of  the  client,   the  greater  the  need  for  training 
within  a  center   in  conjunction  with  social,  psychological,  medical,  and  other  vocational  services. 

Of  course,  vocational    training  as  job  preparation   is  not  needed  by  all  who  come  to  the  rehabili- 
tation center.     Some  require  only  special  job  placement.     However,  almost  all  of  those  who  are 
seriously  disabled,  or  who  have  never  worked  before,  or  who  cannot  return  to  their  former  occupations, 
need  vocational   training  ranging  from  short  unit  courses  to  skilled  training.     Some  of  these  must 
spend  considerable  time  in  broad  prevocat i onal   training  before  they  even  enter  vocational  training. 

Vocational   training  provides  direct  services  to  the  client  and,    in  addition,  may  often  be  the 
catalyst  which  assists  the  other  services  to  focus  their  attention  upon  the  client  as  a  functioning 
social   and  economic  unit   in  society.     In  other  words,    it   is  both  a  service  and  an  educational  instru- 
ment.    It  functions  as  an  integrated  aspect  of  the  rehabilitation  process   in  a  total  program. 

Its  chief  contribution  may  be  grouped  into  seven  major  areas:     (1)  Economic,    (2)  Vocational, 
(3)  Medical,    (k)  Social,    (5)  Psychological,    (6)  Psychiatric,    (7)  Teamwork.     The  present  discussion 
will   confine  itself  to  the  first  three,   the  remainder  to  be  treated   in  a  later  article. 

Economi  c 

Training  within  a  rehabilitation  center  saves  t  ime.     Since  the  program  begins  whfle  the  disabled 
person's  other  services  are  still    in  process,    it   is  possible,  with  proper  synchronization,   for  him  to 
be  ready  for  a  job  when  he  leaves  the  center.     It  saves  also  the  time  of  traveling  to  and  from  a 
tra  i  n  i  ng  school  . 

Effort,   too,    is  conserved,  as  transportation   is  always  a  difficult  problem  for  a  physically 
handicapped  person.     Many  training  schools  are  difficult  to  reach,  are  impossible  to  get  into 
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physically,  or  after  entry,  present  to  the  disabled  person  the  problem  of  moving  from  place  to  place 
in  crowded  rooms  and  halls.  Often  encountered,  moreover,  is  an  obvious  lack  of  understanding  of  the 
handicapped  person  on  the  part  of  school  management  and  fellow  students. 

Finally,   training  within  the  center  saves  money ,  not  only  because   it  cuts  down  transportation 
costs  but  because  in  addition  it  prevents  the  loss  of  another  year  or  more  of  productivity. 

Vocat  i  onal 


In  the  vocational   area  the  advantages  of  maintaining  a  training  department  as  an  integral  part 
of  the  center  are  readily  discerned. 

1.  Vocational   training  imparts  to  an   individual   a  valuable  asset--a  trade,  a  part  of  a  trade, 
or  at  least  a  skill  which  he  did  not  have  at  the  time  of  entrance.      If   it   is  done  on  an  individual 
basis,  with  a  flexible  curriculum,  and   in  an  area  suitable  to  the  interests,  aptitudes,  and  handicap 
of  the  disabled  person,    it  provides  a  most   important  step  toward  reaching  economic  independence. 

2.  Training  teaches  physical   acclimatization  and  psychological   adpatation  to  industry  to  those 
who  have  not  worked  before,  and  even  to  those  who  for  a  long  time  have  not  been  working  at  all. 

There  are  certain  requirements  of  work  common  to  all  jobs.     These  are  seldom  realized  by  the 
public,  who  take  them  for  granted.     Educators  frequently  underestimate  their   importance  even  with 
the  relatively  normal.     All   too  often  those  dealing  with  the  young  handicapped  person  are  blissfully 
unaware  of  them  because  their  own  particular  professional   background  has  necessarily  limited  their 
appreciation  of  the  "business"  point  of  view.     The  requirements  here  referred  to  are  usually  called 
work  hab  i  ts .     These  work  habits,  work  appreciations,  or  work  attitudes,  are  the  essentials  of  occupa- 
tional  living.     Just  as  the  medical   services   in  a  rehabilitation  center  attempt  to  teach  the  individ- 
ual  to  meet  the  physical  demands  of  daily  living,   training  must  teach  the  vocational,  psychological, 
and  physical  demands  which  a  job  places  upon  an  individual    in  our  culture. 

When  the  job  analyst  outlines  the  requirements  of  a  job,  he  assumes  a  certain  preliminary  com- 
petency and  awareness  on  the  part  of  the  working  person.     Such  understandings  are  almost  automatic 
for  the  nonhand icapped  person  who  has  had  a  relatively  normal   environment.     But  disabled  persons, 
especially  those  injured  at  birth  or  early  in  life,  are  invariably  lacking   in  knowledge  of  what  the 
economic  wor 1 d-- i ndeed ,   life  itself  —  is  asking  of  them.     We  cannot  expect  one  who  has  but  little 
conception  of  the  rewards  of  independence  to  face  suddenly  the  exacting  measures  of  our  civilization. 
He  must  first  go  through  a  difficult  learning  and  living  period. 

It  is  not  training  alone  that  changes  these  appreciations.     Training  is  assisted  by  the  shelter- 
ed workshop,  the  social  worker,  and  the  psychologist,  as  well   as  by  the  understanding  physician, 
physical  or  occupational   therapist.     Most  of  the  fundamental  work  hab i ts--apprec i at i on  of  time  and 
quality,  pacing  and  expending  energy,  concentration  upon  the  task,  building  a  full  day's  work  toler- 
ance, directing  efforts  efficiently,  following   instructions,  a  realization  of  economic  values, 
developing  satisfaction   in  work,  and  a  flexibility  with  respect  to  the  vicissitudes  of  work--all  are 
vitally  necessary  as  a  beginning. 

How  often  our  academic  and  vocational  high  schools  fail   to  prepare  a  youngster  to  meet  the  pace, 
tension,  and  quality  pressures  of  our  business  and  industrial    life!     Yet  these  are  youngsters  who 
have  often  met  competition,  who  have  not  been  sheltered  as  many  disabled  have  been.     They  have  field- 
ed hot  grounders  and  whipped  the  ball   to  first  base,  or  raced  across  the  swimming  pool    in  intramural 
games.     They  are  better  adjusted  to  our  culture,  not  only  physically  but  mentally  and  emotionally. 
Before  a  handicapped   individual   goes  forth   into  the  competitive  world,  he  must  actually  live  through 
certain  preliminary  experiences,   realize  the  important  concepts  of  work,  and  form  other  necessary 
value  judgments.     This  necessitates   in  many  cases  a  prevocat i onal   program  oriented  by  a  vocational 
plan  before  vocational  training  even  begins. 

Can  a  center  without  vocational   training  or  a  hospital  with  a  "rehabilitation  program"  reasonably 
transmit  these  understandings?    The  best  they  can  ordinarily  accomplish   is  limited  to  verbalizations, 
for  such  understanding  cannot  be  gained  through  counsel  i ng--vocat i ona 1   or  any  other  sort.     The  reali- 
zations come,   it   is  to  be  hoped,  after  living  through  purposeful   practical   experiences  which  serve  as 
a  basis  for  subsequent  change.     We  often  see  the  client  who  will   admit  that  he  should  work  harder  and 
more  diligently,   for  the  reasons  given  him.     He  seems  to  understand;  yet  he  goes  back  to  his  bench 
and  works  no  differently.     He  continues  at  his  former  pace  because  his  concept  of  pressure  upon  him- 
self has  not  been  defined,  added  to,  and  revised  constantly  as   it   is   in  a  normal  environment.  Our 
concepts  of  life's  demands  are  gradually  built  up  from  the  cradle.     We  cannot  suddenly  learn  certain 
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fundamentals  overnight;   indeed  we  may  never  learn  them.     These  are  the  things  that  make  a  relatively 
mildly  physically  handicapped  person  a  seriously  disabled  individual. 

3.     Vocational   training   in  a  rehabilitation  center  may  be  a  very   important  vestibule,  a  first 
stage  on  the  road  to  higher  or  different  education  and  training  to  be  experienced  at  a  more  suitable 
later  date.     Vocational    training  within  a  center  clearly  cannot  encompass  all   vocational  possibili- 
ties,  although   it  can  do  far  more  than  one  might   think,   by  providing  training  classes   in  a  suitable 
number  of  vocational   areas  particularly  adapted  to  the   locality.     There  are  some  students  who  psycho- 
logically are  not  prepared  to  recognize  their  real  vocational    level   and  aspire  to  it;  yet  these 
students  must  begin  preparing   in  some  way  to  build  towards  their  future.     There  are  others  who  need 
a  minimum  competence   in  certain  skills  before   initiating  other  outside  training,  or  before  acceptance 
for  subsequent  vocational   or  professional    training.     Not  every  man  can  be  convinced  of  what  he  can  do 
in  the  business  world  with  his  disability  by  merely  telling  him  so,   or  even  pointing  out  to  him  other 
successful    individuals  with  a  similar  hand i cap--someth i ng  which  may  be  even  threatening  to  him.  In 
many  cases    it   is  true  that  he  can  come  to  the  realization  of  his  true  capacities  only  through  a 
series  of  se 1 f -d i rected  successful   experiences  such  as  a   rehabilitation  center's   training  department 
can  provide. 

h.     Vocational   training  right  on  the  spot  permits  more  flexible  vocational   planning  by  serving 
both  as  a  confirmation  of  estimate  and  as  an  exploratory  program.      It    is  extremely  difficult  to  use 
the  same  testing  tools  that  have  been  standardized  upon  normal   populations.      In  fact,  their  misuse 
may  result   in  cruelty  and   injustice  to  the  client.     There  are  not  many  vocational   counselors  experi- 
enced  in  guiding  seriously  disabled  people.     Even  the  vocational   counselor  with  rehabilitation  train- 
ing and  experience  who  does  not  have  actual   training  accessible  must  rely  far  too  much  upon  the 
statistical   possibilities  of  a  client.     At  best,   any  test  must  assume  that   its  population  norm  has 
had  fair  access  to  opportunity.     The  potentialities  of  a  multiple-handicapped  person  may  not  be  cap- 
tured by  small   rigid  samples  of  formal   test  behavior  and  performance.     A  human  being  is  dynamic. 
Vocational   evaluation  of  the  disabled  person  must  be  a  "living  period"  evaluation.     When  he  has  far 
to  go  and  much  to  learn,  we  cannot  make  quick  decisions.     A  school   certainly  recognizes   the  ages  of 
fifteen  or  sixteen  as   late  to  begin  vocational   guidance,  since  much  preliminary  understanding  and 
experience  must  already  be  a  part  of   the  young  person's  knowledge.      In  the  case  of  an  early  handi- 
capped person,    it    is   far  too  late;   for,   as  previously  stated,   his  environment  has  also  been  a 
hand  i  cap . 

Experience  has  taught  us  that   in  certain  cases  no  method,  no  test,  no  type  of  evaluation  could 
have  predicted  the  degree  of  success  of  a  particular  person.     The  amount  of  accommodation  he  would 
make,   how  much  return  of  function  he  would  have,   how  much  effort  he  would  put    into  long  arduous 
periods  of  exercise,  and  how  great  would  be  his   interest  and  drive  could  only  be  guessed.     We  need 
not  so  much  a  categorical    interpretation  as  a  long  observable  period  of  evaluation.     Finally,  we 
must  see  him  actually  function  not  upon  artificial,   arbitrary  simulations,   but  upon  real  objective 
tasks--a lways   the  best  means  of  prognos i teat i on .     Testing   is  merely  a  substitute  for  trial;  with 
seriously  handicapped  people,  both  testing  and  trial   are  necessary. 

5.  A  placement  service  for  the  handicapped  which  operates  with  the  close  co-operation  of  a 
training  school   has  a  distinct  advantage.     The  placement  officer  will    be  able  to  know  more  about  the 
client  and  his  abilities  from  a  source  that  has  trained  and  observed  the  disabled  person  over  a 
period  of  time,     As  those   in  placement  well    know--and  many  others  do  not   recogn i ze--match i ng  physical 
demands  of  the  job  against   the  physical   capacities  of  the   individual    is  only  one  of  many  factors  to 
to  be  considered.     The  psychological,  emotional,   and  practical   aspects  of  a  job  and  the  person  are 
the  more  difficult  and  more  comp licated.     The   limitations  of  person ne 1  ,   time,   and  the  sciences  them- 
selves  do  not  always  produce  an  eager,  skilled,  physically  and  psychologically  adequate  job  candidate. 
With  the  seriously  disabled,   there  are  residues  at  times  that  make  selective  placement  an  art. 

6.  Refresher  training   is  often  a  necessary  part  of  vocational   training.     There  are  clients  who 
have  not  been  able  to  keep  pace  with  the  changing  aspects  of  the  industry,  or  who  have  left  the  in- 
dustry for  a  time  and   then  find   it  difficult   to  return  as   their  speed  and  skill   have  been  lost. 
There  are  clients  whom  the  center  may  have  trained   in  a  trade  which  now  presents  poor  placement,  or 
others  whose  physical   condition  has   improved  or  deteriorated  who  need  further  or  other  training. 
Disabled  people  are,  because  of  their  handicaps,   less  flexible,    less  readily  adaptable  to  industrial 
changes,   and  often  require  a  place  where  they  can  brush  up  on  their  skills.     Of  course,   the  center 
must  always  be  careful    in  these  cases    lest   too  much  dependence  be  fostered. 

Medical 

In  this  area,  we  find  vocational    training  serving   in  an  advisory  capacity,   as  an  extension  of 
medical   services,   a  medium  of  observation,   a  testing  ground  for   its  judgments,   as  a  functional  check 
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and  measurement,  and  finally  as  a  means  of  education  for  our  clients,  introducing  them  to  the  view- 
point of  vocational   training,  business,  and   industry,  and  to  the  "whole  man"  approach. 


1.  An  engineer  can  determine  with  considerable  accuracy  how  much  strain  certain  metals  will 
take  under  given  conditions.     Science  dealing  with  man  must  weigh  not  only  his  potentialities,  but 
also  the  environment  to  which  he  will   be  subjected.      It   is,    in  fact,   the  duty  of  every  science  to 
check  its  estimations  through  practical   application.     A  physician,  no  matter  what  his  specialty,  is 
at  a  disadvantage  when  he  cannot  observe  his  patient  under  more  functional   conditions.     He  is  at  a 
further  disadvantage  if  those  who  do  observe  the  patient  report  only  physical  manifestations,  or  if 
the  patient  alone  does  the  reporting.     The  only  true  test  of  work  tolerance  is  to  apply  the  patient 
functional  ly  to  a  task  which  uti 1  izes  him  both  physical ly,  mental ly,  and  emotional ly  under  conditions 
close  to  his  future  environment.     Certainly,   the  closer  you  bring  an  individual   to  the  stresses  and 
strains  of  his  future  work,  the  more  accurate  your  estimation  will   be.     Not  only  may  we  have  a  longer 
period  of  observation   (as  compared  to  medical  examination)  closer  to  a  real   job;  we  have  the  addi- 
tional factor  of  the  man's  attitudes,  his  tensions,  his  approaches  to  the  task—all  contributing  to 
the  net  amount  of  physical  energy  expended. 

Even  if  a  physician  could  have  at  his  command  tables  estimating  the  relative  demands   in  energy 
for  each  "job,"  this  would  help  very  little.     Jobs  will   always  vary— as   is  well   known  to  the  voca- 
tional counselor  — of  ten  changing  with  the  area,  the  industry,  and  even  with  conditions  within  the 
factory  itself.     Then  again,  each  man's  approach  is  different,  each  man's  skills  vary;  concern  and 
effort  for  success  differ;  his  attitude  towards  his  work  is  unique.     The  tension  created  by  a  job 
not  accepted  psychologically  can  change  the  whole  picture.     Therefore,  putting  the  man  to  the  task 
helps  and  checks  upon  medical  opinion  with  respect  to  tolerance.     Even  here,   there  must  be  continual 
follow-up,  for  the  patient   is  dynamic  and  changes  may  occur  quickly.     When  the  patient   is  under  the 
same  roof,  he  may  be  checked  often,  conveniently,  and  probably  more  accurately. 

2.  Directly  connected  with  the  above  is  the  opportunity  vocational   training  gives  for  bu i lding 
work  tolerance  by  providing  physical   and  mental   activity.     In  most  cases,  the  building  is  chiefly 
physical,  depending  upon  the  disease  or  the  crippling;  yet   in  some  cases,    if  not   in  many,    it   is  a 
psychological   building  of  acceptance,  without  tension,  of  more  work,  more  responsibility,  and  less 
fear  of  the  disease  and  of  the  future. 

3.  The  question  of  how  much  improvement  and  how  much  return  of  function  there  will   be   in  this 
individual,  John  Jones,    is  naturally  a  rather  difficult  question  to  answer.     Not  only  do  cases  vary 
and  disabilities  differ,  but  circumstances  change  and  the  person's  flexibility,  compensation,  and 
accommodation  must  be  considered.     Using  the  disabled  hand,  arm,  or  leg  in  a  purposeful  way,    in  com- 
parison with  therapeutic  exercise  only,  often  makes  a  great  deal  of  difference.     Perhaps  we  could 
restate  this  point  as  mot  i  vated  act  i  on  and  measurable  resu  1  ts .     For  not  only   is  such  a  task  better 
motivated,  but  the  result   is  an  actual   accomplishment,  not  only  of  physical    improvement  but  of  the 
completion  of  a  finished  product  and/or  the  performance  of  a  useful   act.     The  monotony  of  long  hours 
of  exercise  usually  shows  less  and  less  actual   benefit  unless  the  mind  of  the  patient   is  enlisted. 
There  is  an  excellent  emphasis  today   in  physical  medicine  to  the  effect  that  the  more  quickly  a 
patient  is  put  to  doing  normal   activities,  the  easier   it  will   be  for  doctor  and  patient   in  the  long 
run.     Disuse  is   inimical   not  only  to  the  body,  but  also  to  the  mind. 

k.     There  are  comparatively  new  drugs  today  which  are  somewhat  effective   in  certain  disabilities. 
They  are  not,  however,  completely  understood  and  the  effects  which  they  might  have  on  an  individual 
in  the  practical   trial  of  training  may  be  observed  under  more  realistic  conditions  than  in  a  hospital 
env  i  ronment . 

5.  Some  of  the  progressive  diseases  can  only  be  partially  evaluated  over  a  period  of  time  by 
medical  measurement.     The  relative  opinion  as  to  what   is  serious  deterioration,  or  how  rapid   it  may 
be,  can  be  seen  in  the  light  of  the  occupation  for  which  the  patient   is  preparing  and  how  he  progres- 
ses in  the  training.     Certainly  after  the  original   physical   estimation   is  made,   the  decision  as  to 
his  vocational   future  must  be  made  jointly  by  all    services  for  the  maximum  good  of   the  client   in  the 
light  of  his  total   promise.     It   is  obvious  here  that  the  physician  must   interpret  his  opinion  care- 
fully and  think   in  far  broader  terms  than  usual. 

6.  This  brings  us  naturally  to  another  aspect  of  the  physician's  possible  evaluation  as  to  the 
limitation  of  function.     What  does  "percentage  of  loss"  for  an  arm  mean?     Percentage  based  merely 
upon  physical    limitation  is  not  practical   enough.     What  does  "partial   or  little"  use   imply?  It 
depends  to  some  extent  upon  the  environmental   area   in  which  an   individual   functions.     Training  will 
definitely  help  the  physician  in  narrowing  his  description,  enabling  him  to  rely  more  specifically 
upon  the  use  to  which  the  disabled  arm  or  leg  may  be  put.     It  may  very  well   be  that  although  for 
some  occupations  the  arm  would  be  considered  a  total    loss,  for  others   it  may  have  enough  left  to  be 
used  in  a  way  which  would  not  handicap  the   individual   at  all. 
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7.  The  selection  of  the  type  and  kind  of  prosthetic  device  requires  consultation  with  not  only 
the  prosthetic  technician  but  also  those  concerned  with  the  client's  vocational    f utu re-- i ndeed ,  with 
every  service   including  those  qualified  to  help  with  the  client's  emotional    reactions  to  the  situa- 
tion.    For  the  person  himself,  his   life,  and  his  job  all   carry  weight   in  the  selection.  Actually 

the  timing  of  these  decisions   is  often  an   intricate  and  combined  job.     Certainly   if  vocational  train- 
ing  is  contemplated,   the  device  may  be  tried  and  practiced   in  the  actual    trade   in  which   it  will  be 
used.     The  Bowler  hook  for  welding    is  a  good  example. 

8.  Vocational    training  helps   to  orient  and  properly  space  possible  operations.     This  article 
cannot  weigh  all    the  factors  or  possibilities   that  go   into  the  decision  as   to  whether  a  certain 
operation   is  helpful,   necessary,   or  vital.     There  are  areas,   however,  wherein  a  knowledge  of  the 
vocation  for  which  the  disabled  person   is   training,  what  his  difficulties  are,   and  what  he  needs  to 
surmount   them,  would  help   in  such  decision.     There  are,    in  addition,  many  other  social   and  psycho- 
logical  concomitants.     An  operation  may  be  timed  with   reference  to  the  progress   the   individual  is 
making   in  meeting  his   training  requirements,   as  we  1  i    as  his  emotional   and  psychological  needs. 

9.  Training  serves  as  a  means  of  helping  the  occupational    therapist  give  direction  to  her 
treatment.      If  the  planning   is    integrated,   her  work  will   be  more  of  a  combined  medico-vocational 
treatment.     Although  an  occupational    therapist    is  broadly  trained,   she   is  necessarily   lacking  in 
most  of   the  more  practical    industrial   methods.     Her  treatment  could  be  closer  to  real   p revoca t i ona 1 
training   if  she  knew  what   the  next  step  would  be.     With  severely  disabled  people  whose  theoretical 
vocational   possibilities  are  narrow,    it    is  doubly   important   that  they  be  steered   in  the   right  direc- 
tion.    All    too  frequently,  we  find   the  client  convinced  directly  or   indirectly  by  a  previous  doctor 
or  occupational    therapist  that  he   is  capable  of   following  this  or  that  occupation,   and  should  do  so, 
with  consequent  complications  arising  when  he   is   found   to  be  vocationally  unsuitable.     The  presence 
of  authoritative  vocational   opinion   tends   to  prevent   this  situation. 

10.  Training,   finally,  assists  the  physician  to  know  his  patient  better,   to  see  his  patient's 
problems  more  clearly,   and  to  tie   in  and  modify  his  own  decisions    in  the   light  of  not  only  the  prac- 
tical  and  economic  aspects  but  of   the  totality  of  the  human  organism.     Often   in  "hospital"  rehabili- 
tation,  the  physical   medicine   idea  of  getting  a  man  out  of  bed  and  back  on  his   feet   in  a  normal 
situation  as  soon  as  possible    (which   is  also  excellent  psychology)    is  curiously  forgotten  when  the 
hospital   feels  the  need  to  expand   its   rehabilitation  services  more  and  more.      It   results    in  the 
patient's  spending  more  and  more  time   in  a  hosp  i  ta 1   atmosphere.     Actually,   going  halfway   in  the 
serious  case  without   the  orientation  of  the  "total    approach"  may  be  worse  than  no  treatment:  it 
may  merely  encourage  the   individual    to  resist  progress    in  order   to  be  retained  longer. 

The   idea  of  back  to  normality  should  be  carried  through   to   its   logical   conclusion:     get  the 
patient  out  of  the  hospital   as  well.     The   rehabilitation  center  whose  philosophy,  whose  approach,  is 
directed  towards  placing  the   individual    in  society  as  a  functioning  member   is  the  proper  place  for 
the  next   forward  movement. 

Numerous  authorities  have   inveighed  against  the  necessarily  narrow  and  specialized  medical 
curriculum.     The  problem  may  never  be  solved   in  medical   school,   so  perhaps   the  avenue  of  solution 
is  along  a   line  that  encourages   the  physician  to  work   in  close  conjunction  with  other  professions 
for  his  own,   as  well   as  their  benefit,   and  with  greater  service  to  the  client. 

The  number  of  additional    areas   to  which  vocational    training  may  contribute   is   limited  only  by 
the  number  of  other  services  with  which   it  may  work  in  conjunction.      In  the  total  rehabilitation 
center  these  other  areas  are  the  social,  the  psychological,  and  the  psychiatric.     Also  to  be  con- 
sidered  is  the  general   contribution  which  vocational    training  can  make  to  the  very  vital   area  of 
liaison  or  teamwork.     The  nature  and  extent  of  these  further  contributions  will   be  the  subject  of 
a  concluding  article. 

Part  II 


Vocational    training  within   the  confines  of  the  modern  rehabilitation  center  has  certain  benefits 
to  offer  the   individual   client,   and    in  addition  gives  considerable  aid  to  all   of   its  other  services. 
A  previous  article  discussed  the  contributions  made   in  the  economic,  vocational,   and  medical  areas. 
The  present  article  will   consider  how  the  social,   psychiatric,   psychological,   and  teamwork  areas  are 
assisted  by  vocational  training. 

While  there   is  sound  basis  for  this   territorial   division  there   is  bound  to  be  considerable  over- 
lapping.    For  all   of   the  professions    involved  are  dealing  with   the  same  human  being,  whether  he  is 
regarded  as  patient,   subject,  client,  or  student.     His   fundamental   needs  are  their  prime  concern. 
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For  this  reason,  there  never  will  be  any  clearly  defined  professional  areas  but  merely  departure 
points.  Perhaps  no  group  realizes  this  more  clearly  than  those  who  in  their  several  professional 
capacities  work  closely  together   in  the  center. 

Soc  i  a  1 


The  presence  of  vocational  training  in  a  rehabilitation  center  gives  the  social  caseworker  real 
assistance  in  performing  her  work. 

1.  She  can  watch  her  case  perform  as  well   as  react  to  the  social   group  of  the  training  class. 
How  he  gets  along  with  his  fellow  students,  whether  he  participates  or  withdraws,  what  opportunities 
he  grasps,  how  diligently  he  works,  etc.,  may  be  both  observed  and  reported  by  the  training  division. 
The  client  comes  to  the  center  every  day  and  may  be  seen  by  her  at  any  time.     Also,  she  is  available 
to  him  if  need  arises.     Family,  personal,  or  training  problems  may  be  thrashed  out  without  undue 
loss  of  time. 

2.  Her  talks  and  her  therapy  can  be  oriented  with  specific  knowledge  at  hand  and  specific 
purposes   in  view.     Future  action  and  plans  can  be  better  outlined,  predicated  on  sounder  assumptions. 
The  client   is  obtaining  a  fundamental   tool   to  aid   in  his   living  and  help   in  solving  his  economic 
prob 1  ems . 

3.  The  student's  reaction  to  the  learning  requirement,   to  the  authority  of  the   instructor,  and 
to  the  pressure  of  new  situations  may  be  observed,  and  his  real  ability  and  efforts  checked.  Train- 
ing is  often  a  major  test  for  the  client  whose  chief  problem  is  an  emotional   one,  borne  in  addition 
to  his  burden  of  physical   handicap.     The  social  worker  obtains  an  objective  estimate  of  his  present 
and  potential  work  capabilities  as  well   as  reports  on  his  progress.     She  can  deal  more  confidently 
with  his  ambitions.     Purposeful   tasks  will   reveal   personality  characteristics   in  other  lights,  to 
confirm  or  modify  her  opinions. 

4.  Training  is  a  reality  situation;    it   is  an  excellent  means  of  relating  feelings  to  real  and 
known  situations.     Thus  the  caseworker  has  a  therapeutic  medium  of  reality  upon  which  to  base  her 
conferences.     These  activities  tend  to  develop  the  emotional  maturation  of  her  client  as  self- 
improvement  and  growing  competence  bolster  his  ego.     To  be  accepted  by  a  group  as  one  not  different 
from  anyone  else  is  an  experience  that   in   itself  gives  security,  since   in  the  outside  group  the  han- 
dicapped person  is  usually  the  peculiar  one.     To  be  accepted  for  training  as  a  candidate  for  employ- 
ment—treated as  a  potentially  useful   c i t i zen--g i ves  confidence  and  a  new  outlook.     To  one  never 
before  so  accepted,   this   is  a  real   step  forward.     Others  who  once  were  self-assured  but  lost  hope 
because  of  their  disablement,  usually  respond  under  the  real  material   promises  of  improvement. 

It  must  be  admitted  that  there  are  some  bases  for  criticism  of  the  practice  of  training  a  handi- 
capped person  among  other  handicapped  people;  yet  for  the  severely  disabled  client  there   is  hardly 
any  other  course,  for  nowhere  would  he  receive  such  necessary  combined  and   integrated  treatment  and 
be  able  to  take  it  at  his  own  pace,  with  the  encouragement  of  his  handicapped  fellow  students. 
However,  we  must  be  well   aware  that  under  these  circumstances  there  should  be  constant  vigilance 
lest  standards  tend  to  become  lower  than  those  maintained   in  outside  training  or  less  rigorous 
than  the  employer  is  willing  to  accept. 

Training  has  a  tendency  to  downplay  fantasy  and  emphasize  objectivity.     Students  must  take 
certain  responsibilities  and  engage   in  clear-cut   independent  actions  which  will   continually  pro- 
vide norms  of  reality. 

5.  Under  certain  conditions,  courses  may  be  varied  or  the  pressure  put  upon  the  student  in- 
creased or  lightened  in  recognition  of  the  personal   problems  he   is  called  upon  to  solve.     What  might 
be  called  "rehabilitation  timing"  is  a  plan  for  a  proper  sequence  of  experiences  consistent  with  the 
individual's  ability  to  handle  reality.     Under  some  circumstances,  even  the   individual's  course  of 
training  might  be  changed  as  the  picture  of  the   individual   alters  or  as  he  develops  more  confidence 
in  his  1 evel  of  ab i 1  i  ties. 

6.  In  concluding  this  area,  we  might  also  point  out  the  educational   value  to  the  social  case- 
worker.    One  deficiency  often  observed   in  the  social  worker,  psychiatrist,  or  psychologist   is  an 
inability  to  properly  evaluate  the  individual   as  an  economically  productive  person--to  understand 
the  practical   aspects  of  work.     This   is  but  natural,  since  their  background  has  been  academic  and 
clinical.     Vocational   training,  with   its  evaluation,  placement,  and  follow-up  of  the  individual, 
will  add  some  indications  for  possibly  improving  their  function  and  assessing  their  work. 
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Psych  i  atr ic 


1.  The  psychiatrist  should  find  available  to  him,    in  the  presence  of  vocational  training 
co-ordinated  with  his  function,  a  number  of  the  previous  points  d i scussed--f or  example,  observation 
and  checking.     Training  can  co-operate  also  in  controlling  the  pressures  of  the  environment,   and  in 
providing  the  benefits  which  the  therapeutic  nature  of  work  gives  to  the  student.     Menninger  lays 
great  stress  on  this  latter  point:     "Of  all  methods  available  for  absorbing  the  aggressive  energies 
of  mankind   in  a  useful   direction,  work  takes  first  place"   (2,  p.  13^). 

While  vocational   training   is  not  the  same  as  an  actual  job,    it  does  provide,   through  construc- 
tive activity,  many  of  the  same  releases.     Clients  may  reveal    in  their  training  personality  traits 
and  facets  of  behavior  not  always  noted  or  glimpsed   in  a  short  psychiatric  interview.     Physical  and 
psychic  expression  through  activity  gives  pleasure  that  may  not  be  possible  by  other  means.  As 
Shaffer  says,  "The  sense  of  satisfaction  and  completeness  that  comes  from  the  successful  conclusion 
of  work  is  one  of  the  greatest   integrating  forces   in  human  lives." 

It  has  always  been  difficult  to  define  the  difference  between  work  and  play,   for  the  task  that 
is  work  to  one  person  is  play  to  another.     But  the  pleasurable  and  restorative  aspects  of  work  have 
long  been  known  to  psychiatry,  as  witness  the  occupational    therapy  departments  that  exist   in  mental 
hospitals.     Many  handicapped  people  require  not  only  an  understanding  of  work  and   its  demands,  but 
also  help   in  obtaining  some  of  the  pleasurable  advantages  which  work  offers.     Opportunities  for 
release,  physically  and  emotionally,  along  constructive  and  meaningful    lines  may  encourage  further 
liberation  and  provide  the  beginning  of  additonal   se 1 f -unders tand i ng  for  the   individual,  as  well  as 
a  means  of  fortifying  his  therapy  program.     The  small   successes  of  satisfying  productivity  may  mean 
the  first  break  in  the  wall  which  the  handicapped   individual   has  built  against  the  world.     The  cap- 
sulation of  his   ideas  and  frames  of  reference   is  gradually  broken  down  without  his  being  aware  of  it. 
His  resistance  to  approaching  reality   is  gradually  softened  by  more  and  more  minor  triumphs  over 
material    things.     Often  he  may  "talk  a  good  game,"  but  when  he  meets   frustrating   reality,    it  is 
greatly  to  his  advantage  to  have  made  a  series  of  simple  gains   in  areas  that  do  not  represent  a 
threat  to  him.     He  needs  this  reinforcement  before  facing  what  would  be,    if  presented  at  the  wrong 
time,   an   insurmountable  task   (3,   pp,  538-539)- 

2.  In  many  brain-damage  cases,   the  manipulations  that  establish  practical   relationships  between 
hand,  foot,  and  brain  can  aid   in  the  retraining  that   is  necessary.     Disturbances   in  discrimination, 
confusion  between  figure  and  background,  and  appreciation  of  spatial    relations,  can  be  assisted  by 
the  activities,   logic,  and  value  judgments  of  training.     Constructive  activity  may  bring  comfort, 

and  offset  catastrophic  reaction. 

3.  The  occurrence  of  psychosomatic  symptoms   is  often  noticed  and  reported,  along  with  the 
environmental   circumstances  which  have  threatened  the  client.     This   is  often  seen  in  the  "heart" 
case  when  some  important  responsibility   is  brought  to  his  attention.     Sometimes   it  may  be  the 
actual  offer  or  sensed  offer  of  a  job. 


Psychological 

1.  The  rehabilitation  center  handles  the  more  seriously  disabled  case.     This   is  not  necessarily 
the  more  physically  disabled  client,  but  one  whose  total   needs,  mental   and  physical,  are  great.  Nat- 
urally the  latter   is  the  more  difficult  because  of  complicating  factors  and  personality  defects.  In 
fact,   the  major  difficulty  encountered   in  vocational    training  is  not  with  the  physical   handicap  as 
such  but  rather  with  the  emotional   handicap  and   its  concomitants.     There  might  be,   for  example,  a 
very  simple  job  ava i 1 ab 1 e--perhaps  nothing  more  than  pushing  a  button  on  certain  occasions,  which 
might  be  done  with  the  finger  or  toe  or  even  the  nose,  elbow  or  tongue;   the  question  is,  whether  the 
handicapped  person  will  want  the  job,  show  sufficient   interest  to  carry   it  out,  be  content  to  do  it, 
and  show  reliability  and  judgment   in   its  operation.     These  personal   attitudes  are  factors  even  more 
important  than  the  precise  requirements  of  the  job. 

2.  Most  authorities  would  agree  that  motivation  is  a  vital  and  fundamental  need  in  rehabilita- 
tion; yet  the  best  plans  for  motivation  are  useless  unless  the  application  to  the  individual  case  is 
considered.  The  psychologist  at  a  rehabilitation  center  has  one  of  his  best  motivating  factors  in 
the  use  of  training.  Training  answers  the  spoken  or  unspoken  questions:  "Am  I  worth  while?  What's 
to  become  of  me  when  this  is  over?  How  will  I  support  my  family?  Will  I  ever  be  a  useful  citizen?" 
In  a  rehabilitation  center  without  training  those  questions  can  be  answered  only  verbally.  The  long 
arduous  hours  of  physical  training  and  treatment  require  a  complex  motivation  beyond  the  possible 
promise  of  physical    improvement.     You  cannot  go  beyond  a  certain  point  with  conference  and  discussion, 
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and  be  convincing,  without  some  practical   proof.      In  training,   the  disabled  person  begins  to  see 
results.     He  is  started  as  soon  as   is  poss i bl e-- for  reasons  physical,  mental,  emotional,  and  economic. 
If  you  decide  to  wait  until   he   is  completely  rehabilitated  physically  he  may  never  reach  that  point. 
The  entire  struggle  may  seem  too  long,   too  unrewarding,   too  pointless.     Becoming  busy,    involved,  and 
a  participant   in  gaining  a  future   is  good  medicine  and  good  psychology.     To  those  who  have  never  pro- 
duced a  real  commercial   object,  or  given  an  actual   personal   and  economically  useful   service,    it  opens 
a  new  world.     The  client  sees   real    tangible  results:     "!  must  be   improving."    This  touch  of  reality 
becomes,   therefore,   one  of  the   important  motivating  aids   to  the  psychologist's  work. 

3.     The  advantages  of  observation  and  checking  which  the  social   caseworker  and  psychiatrist 
have  are  also  available  to  the  psychologist,   for  he  has  the  opportunity  to  follow  up  on  his  clinical 
findings.     Whether  an  individual   actually  functions  on  the  level   of   intelligence  as  measured  by  an 
individual   test   is  sometimes  not  known  by  the  psychologist   in  a  social   agency,  hospital,  or  other 
place  concerned  with  his  welfare.     Too  often  there  is   little  opportunity  to  follow  through  and  check 
the   intelligence  rating  with   the   individual's   functional  application. 

In  a  rehabilitation  center,   however,  judgments  may  be  confirmed  or  modified   in   light  of  subse- 
quent developments.     Perhaps   in  no  other  place  does  the  psychologist  find  such  severe  strain  upon 
his  ability  to  apply  professional    testing  tools  to  individual   cases.     Whether  learning  and  retention 
are  successful   or  blocked  car,  be  checked.     The  estimations  of  clinical   personality  tests  may  be  ex- 
plored. 

The  personality,  says  John  A.   Bell,    in  his  Project  i ve  Techn  i ques ,  "must  be  measured  by  instru- 
ments that  not  only  are  capable  of  evaluating  the  status  of  the  personality  at  the  moment  but  are 
able  to  reflect  modifications  produced   in   it  through  the  passage  of  time"  (1,  p.   7).     While   it  would 
probably  be  agreed  that  there   is  no  such  method  as  yet,   those  that  we  do  have  may  be  followed  through, 
since  training  actions  are  at   least  partial   projections  and  the  personality  is  not  static  but  dynamic. 
Here,  too,  training  can  be  modified  through  changes   in  the  job,  curricula,  or   instructor's  attitudes. 

h.     Vocational   aptitude  testing,   for  the  handicapped  particularly,  must  have  a  more  specialized 
approach.     Most  such  tests  are  only  partially  useful   unless  they  are  fairly  specific.     The  results 
of  these  tests  can  be  validated  by  following  progress.     They  will   usually  confirm  what  the  pscyolo- 
gist  already  suspects--that  the  particular   interest,  drive,  or  motivation  which  the  client  utilizes 
is  of  tremendous   importance   in  controlling  the  subject's  accomplishments.     This   is  especially  true 
of  the  disabled  client  since  he  has  so  far  to  go  and,    in  the  eyes  of  the  untrained  observer  or  even 
the  psychologist  without  rehabilitation  experience,  would  appear  to  be  hopeless  on  the  basis  of  test 
scores  for  occupations   in  which  he  later  proves  successful.     There  are  many   implications   in  this  for 
the  psychologist  and  vocational   counselor  who  deal  with  the  relatively  more  normal. 

5.  The  type  and  nature  of  the  training  work  performed  and   its  degree  of  success  can  be  of  con- 
si  derable  i  nterest  to  the  psychologist.     In  cases  where  damage  to  the  brain   is  the  significant  factor, 
the  training  can  supplement  the  retraining  and  re-education  done  by  the  psychologist.     The  results 

of  the  practical  tests  used  in  vocational  evaluation  often  confirm  visual-motor  damage.  The  errors 
made,  the  type  of  approach,  the  methods  used  by  the  trainee,  should  always  be  pertinent  information 
for  the  psychologist. 

6.  In  a  training  situation,    it  becomes  possible  for  the  psychologist  to  study  the  various  dis- 
criminations and  psychological   attitudes  towards  work  which  many  people  have.     We  list  here  a  few 
simple  dichotomies: 

Un  i  form  vs .  d  i  vers  i  f  i  ed  work.     People  of  certain  temperaments  are  more  adaptable  to  one  type 
than  to  the  other.     Certain  types  of  brain-damage  or  prepsychotic  cases  find   it  difficult  to  shift 
to  a  new  task.     Mental    level   also  is  a  factor  since,  obviously  enough,   the  higher  levels  are  usually 
more  appreciative  of  diversified  work.     This,  again,    is  not  true  of  the  maladjusted  person,  who  may 
want  no  change  or  want  extraordinary  change. 

D  i  rty  vs .  clean  work.     Psychological   attitudes  here  may  range  from  previous  environmental 
factors  to  psychiatric  ones. 

Smal  1  vs .    1 arge  hand  ling.     This   is  both  a  psychological   preference  and  a  physiological  one. 
Limitations  of  physical  motion  may  very  well   determine  the  type  of  work.     Some  people  cannot  con- 
fine their  concentration  to  fine  work  over  a  long  period. 

No  i  sy  vs .  qu  i  et  work .     The  cerebral   palsied  are  less  tense  and  perform  better   if  the  work  is 
more  quiet  and  relaxing.     This   is  true  also  of  the  bra i n- i nj u red . 

S 1 ow  vs .   fas t  work.     It   is  not  only  the  lack  of  reflex  speed,  energy,  and  control   that  inter- 
feres with  satisfactory  performance  on  assignments  requiring  fast  work.     There  are  certain  individuals 
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who  feel  more  secure  when  expending  energy  less  obviously  and  who  unconsciously  inhibit  actions  which 
might  tend  to  tire  them.     Some  clients  with  long  hospital   stays,  whose  system  seems  to  be  slower  re- 
acting, never  again  come  back  to  the  speed  they  once  had.     The  former  tuberculosis  or  heart  patient 
will  naturally  have  a  genuine  concern  for  his  physical  condition  and  often  be  rigid  in  his  determina- 
tion to  go  as  far  as  possible  in  taking  things  easier. 

7.     We  find  here,   too,  that  vocational   training  in  a  rehabilitation  center  can  be  of  consider- 
able educational  value  to  a  psychologist.     The  practical   checks  on  estimations,  as  mentioned  above, 
acquaintanceship  with  the  standards  and  requirements  of  business,   the  opportunity  to  observe  and  to 
handle  the  motivations  and  responses  of  the  subject,   the  rounded  picture   it  gives  of  the  subject 
under  the  stresses,   frustrations,  and  successes  of  training—all   these  tend  to  help  the  psychologist 
perform  more  practically  and  realistically. 


Teamwork 


The  final   contribution,   and  by  no  means  the  least,   is  the  part  vocational   training  plays  as  one 
operation   in  an   integrated  system  of  operations.     It  offers  no  more  than  any  other  major  service, 
but— like  every  other  serv i ce— presents   its  unique  view,  as  well   as  contributing  to  the  over-all 
picture.     The  effect  of  obtaining  a  major  service  for  a  rehabilitation  center   is  that  the  new  disci- 
pline not  only  brings   its  own  professional   knowledges,  but  serves  to  educate  the  other  services  in 
its  philosophy,  principles,  knowledges,  and   I  imi  tat  i ons .     A  professional  on  an  integrated  team  there- 
fore, performs   in  a  sense  on  a  sup  rap rof es s i ona 1    level   since  he  not  only  brings  his  own  discipline  to 
bear  on  the  problems  that  arise  but  has  the  opportunity  to  increase  the  scope  and  value  of  his  judg- 
ments through  acquaintance  with  the  knowledges  and  principles  of  the  other  services. 

Unless  you  have  the  alliance  of  those  professions  whose  specific  functions,   training,  and  experi- 
ence are  directed  towards  placing  the  individual   as  a  mature,    independent  citizen   in  the  community, 
you  will   not  be  successful    in  many  cases,  and  you  may  be  quite  unaware  of  what  you  lack!  "Total 
approaches"  and  consideration  of  the  "whole   individual"  are  only  verbalizations   if  there   is  merely  a 
collection  of  specialists   in  one  science  only,  as   in  medicine.     Adding  one  or  two  more  professions 
may  aid  considerably,  but  there   i  s  no  "total   approach"  unless  you  r  profess  i  ons   i  nc 1 ude  those  cover- 
ing the  maj  or  areas  of  a  d  i  sab  1 ed  person '  s  need .     Even  then,  you  may  go  wrong,   for  "total  approach" 
is  something  of  a  misnomer.     Your  effectiveness   is  not  guaranteed  by  the  number  of  various  experts 
you  bring  together,  but   is  rather  to  be  measured  by  the  method  and  degree  of  their  integration. 
A  more  accurate  description  would  be  the  "organismic"  approach.     The   individual   acts  as  an  interrela- 
ted whole,  and   is  not  fairly  characterized  by  a  summation  of  discrete  opinions,  each  describing  an 
aspect  of  his  being;  just  so  must  sciences  act,   think,    interpret,  and  contribute  toward  a  diagnosis 
that   is  the  product  of  all,  and   is  a  dynamic  parallel   to  the  changes  which  a  dynamic  human  organism 
is  constantly  making. 

It  will   have  been  noted  that  although  we  have  taken  the  viewpoint  of  vocational   training,  the 
discussions   in  each  of  the  areas   imply,  at   least  partially,  what  are  some  of  the  benefits  each  is 
contributing   in  turn  to  vocational    training.     It   is  difficult  to  confine  a  discussion  to  one  aspect 
of  the  rehabilitative  process,  since  so  many  of  the  plans  and  decisions  represent  the  combined  think- 
ing of  all.     No  science  today  can  afford  to  be  an   island  sufficient  unto  itself. 
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THE  SHORTAGE  OF  VOCATIONALLY  ORIENTED 
REHABILITATION  CENTERS 


Willis  C.  Gorthy 

When  the  Hill-Burton  Hospital  Construction  Act  was  amended  by  P.L.  ^82  to  provide  federal  support 
for  the  construction  of  rehabilitation  centers,  and  the  Vocational   Rehabilitation  Act  was  expanded  by 
the  provisions  of  P.L.  565,  there  was  justifiable  acclaim;  for  these  companion  pieces  of  legislation 
indicated  Congressional   awareness  of  the  ever   increasing  number  of  disabled  persons  not  receiving  the 
benefits  of  a  service  that  could  restore  them  to  a  place  of  usefulness   in  our  economy.     The  impact  of 
this  legislation  is  considered  by  many  to  exceed  that  of  all   previous  rehabilitation  enactments  com- 
bined. 

New  Federal  Program  Furthers  Rehab  i 1 i  tat  i  on  i  n  Four  Rel ated  Areas .     History  does  not  record  many 
legislative  actions  permitting  such  a  wide-scale  approach  to  the  solution  of  a  problem  as  do  the  pro- 
visions of  P.L.  *+82  and  P.L.  5&5 •     It   is  barely  three  years  since  these  laws  were  passed,  but  already 
there  are  substantial   gains  on  record:     100  different  educational    institutions  have  received  112 
grants  to  finance  programs  for  the  training  of  professional   personnel;   100  research  and  demonstration 
projects  have  been  approved;  funds  available  for  rehabilitation  services  to  state  rehabilitation 
agencies  have  been   increased  almost  60  percent;  and  5^  rehabilitation  centers  have  already  been 
approved  for  construction  grants. 

The  four  phases  of  this  expanded  rehabilitation  effort  are   interlaced.     Successful  accomplish- 
ment in  one  is  dependent   in  large  measure  upon  how  well   the  others  progress.     This   is  particularly 
so  w  i  th  respect  to  the  expans  ion  of  rehab ilitati on  facilities.     At  this  time,  when  5^+  rehab  i 1  i  tat  i  on 
centers  are  under  construction  with  Hill-Burton  funds,    it   is  possible  to  review  the  results  to  date 
and  to  judge  whether  this  phase  of  the  program  is  developing  in  a  pattern  that  will   adequately  meet 
the  total  needs  of  the  handicapped. 

Trend  i  n  New  Cente  rs   i  s  Towa  rd  Those  That  a  re  Part  of  a  Hosp  i ta 1 .     Included  in  the  approved 
projects  are  27  new  centers,  while  the  remaining  27   involve  expansion  of  existing  facilities.  Broken 
down  in  another  way,   this  total    is  divided  as  follows:     15  are  classified  as  teaching  centers,  since 
they  are  associated  with  hospitals  that  are  part  of  a  medical   school;   18  are  part  of  a  general  or 
special  hospital;   21   are  community-type  centers.     All   but  one  of  the  33  centers  that  are  part  of  a 
hospital  have  in-patient  facilities.     Of  the  21   community-type  centers,   16  provide  out-patient  serv- 
ices only,  while  five  have  some  bed  capacity  as  well.     Another  distinction  to  be  noted   is  that  while 
all  5*+  centers  are  required  to  provide  prevocat i ona 1   services,  none   includes  any  formal  vocational 
training,  although  at  least  six  of  the  community-type  centers  plan  to  incorporate  a  workshop  in  their 
faci 1 i  t  ies . 

Although  P.L.  ^82  does  not  prohibit  the  development  of  a  truly  comprehensive  rehabilitation 
center,  the  regulations  under  which  the  law  is  administered,  by  giving  priority  to  centers  which  are 
part  of  a  teaching  hospital,  have  resulted   in  a  trend  toward  such  centers.     Evidence  of  this  trend 
is  to  be  found  in  the  number  of  such  centers  already  authorized  and  the  preponderance  of  similar- 
type  centers  still    in  the  planning  stage. 

D  i  str  i  but  i  on  of  New  Centers  Does  Not  Meet  Need .     Another  major  deterrent  to  the  most  effective 
distribution  of  centers  has  been  the  lack  of  coordinated  planning  by  adjoining  states,  although 
P.L.  kS2  encourages  such  planning  by  allowing  one  state  to  assign  its  allotment  to  another  for 
developing  a  center  that  will   serve  the  disabled  of  both  states.     This  failure  to  give  adequate 
consideration  to  concentrations  of  population  without  regard  to  state  lines   ignores  one  of  the 
basic  tenets   in  rehabilitation  center  operation,  which   is  that  the  closer  the  center  is  to  the 
disabled  patient's  home  the  more  readily  will   he  accept  a  rehabilitation  program.  Furthermore, 
the  control  of  center  locations  on  a  state  basis  will    result   in  some  duplication  of  facilities, 
the  consequence  being  waste  of  funds  and   increased  competition  for  the  limited  number  of  profes- 
sional personnel  available. 

Section  2  funds  of  the  federal -state  program  are  looked  upon  as  potentially  a  major  source  of 
income  for  rehabilitation  centers  through  fees  for  service  provided  for  state  rehabilitation  agency 
clients.     However,   the  centers  complain  that  few  referrals  are  made.     Countering  this  are  the  state- 
ments of  the  state  agencies  that  the  centers  do  not  have  sufficient  vocational   services  for  their 
clients.     Both  points  of  view  can  be  appreciated  when   it   is  realized  that  the  state  agency,  which  is 
limited  by  law  to  serving  those  who  have  vocational   potential,  needs  a  vocationally  oriented  program 
with  such  medical  and  social   adjustment  services  as  may  be  appropriate  to  develop  maximum  vocational 
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capacity.  Formal  vocational  training  that  will  equip  the  client  with  a  skill  needed  in  industry  may 
be  a  necessity  for  many  cases.  The  trend  toward  construction  of  centers  which  are  part  of  a  hospital 
will  do  little  to  expand  the  type  of  service  most  needed  by  the  state  agencies. 

Trend  i  n  Center  Development  Will  Affect  Other  Phases  of  Program.     If  the  present  pattern  of 
center  development  under  Hill-Burton   is  not  conducive  to  serving  the  needs  of  the  clients  of  the 
state  rehabilitation  agencies,  neither  does   it  provide  satisfactorily  for  the  other  phases  of  the 
state-federal   program.     The  education  of  professional   students  should  include  a  period  of  practical 
training  in  a  center.     If  too  much  emphasis   is  placed  on  one  type  of  center,  graduates  from  the 
federally  sponsored  training  programs  will   have  limited  knowledge  of  other  types  of  center  operations, 
having  lacked  opportunity  for  broad  field  work  experience.     Furthermore,   research  in  rehabilitation, 
which   is   largely  of  the  developmental  variety,  will   be  seriously  limited   in  breadth  unless  there  is 
an  adequate  number  of  centers  capable  of  conducting  research  with  a  vocational  emphasis. 

Hosp  i  tal  Construct  ion  Standards  Have  Limi  ted  App 1  i  cat  i  on  to  Centers .     Another  factor  that  may 
have  lamentable  after-effects  has  been  the  tendency  to  incorporate  hospital   standards   in  the  con- 
struction of  rehabilitation  centers.     It  seems  safe  to  predict  that  before  long  the  construction  now 
approved  will   be  inadequate  to  meet  the  changing  needs  of  the  center.     Instead  of  the  rigidity  of 
space  assignment  which   is  common  to  hospitals,  the  need  in  a  center  is  for  flexibility.     Case  loads 
increase  rapidly.     Types  of  cases  vary  as  medical   knowledge  wipes  out  one  type  of  disability  or  makes 
others  amenable  to  rehabilitation.     If  the  rehabilitation  center  is  to  adequately  serve  the  involved 
case,   then  greater  use  of  mental   hygiene  services  must  be  anticipated.     This   is  a  factor  that  could 
inject  major  new  space  needs   into  building  requirements.     The  need  for  large  areas  for  group  activi- 
ties  is   important.     Because  we  know  so  little  about  the  potential  of  rehabilitation,    it  seems  prudent 
to  keep  the  floor  plan  simple,  generally  rectangular  in  shape--avo i d i ng  narrow  areas--and  make  maxi- 
mum use  of  partitions  of  the  portable  type  that  can  be  shifted  to  accommodate  any  change  in  emphasis 
in  the  program. 

Centers  Located   i  n  a  Hosp  i  tal   Offer  Limi  ted  Vocat  ional   Serv  i  ces .     The  center  which  is  part  of  a 
hospital  offers   important  and  essential   services  but  also  may  have  limitations   in  service  for  one 
major  segment  of  rehabilitation  candidates.     It  may  be  profitable  to  set  down   in  organized  fashion 
a  few  considerations  that  are  applicable  to  this  type  of  center. 

1.  It   is  essential   that   its  program  be  medically  directed  since   it  stresses  service  for  cases 
in  the  early  stage  of  rehabilitation  when  medical   treatment,    including  nursing  care,    is  vital.  At 
this  time  the  patient's  primary  interest   is  apt  to  be  in  the  extent  and  permanence  of  his  disability. 
Vocational  planning  becomes  really  meaningful  only  after  the  medical   picture   is  clear. 

2.  The  regulations  pertaining  to  Hill-Burton  grants  for  construction  of  comprehensive  rehabili- 
tation centers  specify  the  inclusion  of  a  prevocat i ona I   evaluation  unit  as  the  minimum  vocational 
requirement.     This  was  looked  upon  as  a  progressive  step  which  would  encourage  rehabilitation  facili- 
ties providing  medical   treatment  exclusively  to  expand  their  programs  so  as  to  meet  at  least  some  of 
the  vocational  needs  of  their  patients.     While  this   is  a  commendable  objective,  and  a  vocational 
point  of  view  is   important  to  any  center  that   intends  to  practice  total   rehabilitation,  further  con- 
sideration of  this  policy  raises  some  question  as  to  the  practical   value  of  a  prevocat i ona 1   unit  in 

a  medically  oriented  center. 

a.  Vocational  evaluation  techniques  used  to  measure  the  vocational   potential  of  a  large  segment 
of  the  disabled  are,  with  a  few  exceptions,  still   so  newly  developed  that  much  more  experience  must 
be  gained   in  their  use  before  reasonably  accurate  results  can  be  expected.     A  vocational  diagnostic 
service  in  a  center  that   is  unable  to  observe  the  patient's  performance   in  the  training  class  or  Job 
situation  recommended  as  a  result  of  the  evaluation  process  will   have  great  difficulty  in  standardiz- 
ing  its  vocational   test  methods. 

b.  Vocational   evaluation  has  greatest  meaning  when  the  patient  can  progress   immediately  into  a 
training  situation  or  Job  placement;  hence   it  often  comes  toward  the  close  of  the  physical  restora- 
tion phase  of  the  program.     The  conduct  of  vocational   evaluation  in  an  out-patient  facility,  in 
proper  continuity  with  other  vocational  services,  will,  for  many  patients,  prove  to  be  more  effective 
and  less  costly. 

c.  The  medical   emphasis  which   is  essential   for  patients   in  the  early  stages  of  rehabilitation 
may  make  it  difficult  to  give  proper  appreciation  to  the  specific  vocational   requirements.  Even 
through  federal    regulations   in  the  construction  program  earmark  specific  space  for  an  evaluation 
unit,  a  center  that  does  not  really  believe  in  it  can  negate  its  purpose  by  giving  merely  lip  serv- 
ice to  this  phase  of  the  program. 

d.  The  controversy  that  has  developed  over  which  professional   group  is  best  equipped  to  super- 
vise the  prevocat ional   unit  tends  to  be  resolved   in  a  hospital   setting  by  establishing   it  as  an 


258 


extension  of  the  occupational   therapy  unit.     When  this  happens,   the  effort  may  concentrate  on  a 
treatment-oriented  prevocat i ona 1   program  suited  to  general  work  evaluation,  measurement  of  work 
tolerance,  and  the  development  of  work  habits,    instead  of  providing  the  precise  vocational  tests 
which  search  out  the  maximal    level  of  functioning  of  the  patient  and  have  meaning  in  terms  of 
training  and  placement. 

In  setting  forth  these  considerations  the  intent   is  not  to  belittle  the  importance  of  the 
medical  effort   in  rehabilitation.     Any   informed  person  must  agree  that  medical   services  play  the 
dominant  role  in  a   large  number  of  rehabilitation  cases,  and  are  not  to  be   ignored   in  any  case. 
The  matter  of  the  role  of  medical   services  versus  other  professions  represented   in  a  rehabilitation 
center  undoubtedly  will   be  a  subject  for  discussion  for  a  long  time  to  come.     However,   the  emergence 
of  the  trend   in  Hill-Burton  centers  toward  greater  stress  on  medically  oriented  programs  points  up 
the  need  to  take  measures  that  will   bring  into  better  balance  the  vocational   services  which,    in  the 
eyes  of  many  of  the  disabled  are  of  equal  importance. 

Two  Maj  or  Types  of  Centers  Will   Best  Serve  the  Needs  of  D  i  sabl ed .     As  has  been  pointed  out, 
there  is  nothing   in  P.L.  ^+8 2  that  prevents  the  development  of  a  comprehensive  center  capable  of 
providing  a  full   range  of  rehabilitation  services  from  early  bed  care  to  long-term  vocational  train- 
ing.    This  may  represent  an  ideal  which  can  be  reached  by  only  a  few  centers.     To  meet  the  practical 
considerations  common  to  many  communities,  a  balance  between  two  types  of  centers  will   provide  the 
wide  range  of  rehabilitation  services  needed. 

One  type  is  the  medically  oriented  center  which   is  capable  of  concentrating  upon  the  early  phase 
of  the  disability,  when  in-patient  services  are  essential   and  the   immediate  rehabilitation  goal  is 
physical   restoration  and  return  to  the  greatest  possible  degree  of  physical   functioning.  Long-term 
out-patients  requiring  extensive  and  prolonged  medical   services  also  belong   in  this  type  of  center. 

The  second   is  the  vocationally  oriented  center  which  concentrates  upon  the  later  phase  of  the 
rehabilitation  program,  when  the  physical   problem  is  minimal   and  the  client  can  concentrate  on 
training  for  an  occupation. 

With  the  development  of  the  two  types  of  centers   in  a  community,  much  attention  must  be  given 
to  assuring  the  orderly  transfer  of  a  patient  from  the  medically  oriented  center  to  the  vocationally 
oriented  center  lest  the  patient's  program  be  interrupted. 

Obviously,  there  need  be  no  hard  and  fast  rule  by  which  to  send  patients  to  one  type  of  center 
or  the  other.     It   is  quite  possible  for  a  center  with  a  medical   emphasis  to  adequately  carry  out 
some  aspects  of  vocational   diagnosis  to  enable  the  patient  to  return  to  his  pred i sab i 1 i ty  occupation 
when  his  physical  capacity  is  restored.     Likewise  the  medical   services  of  a  vocationally  oriented 
center  may  be  adequate  for  handling  the  medical   needs  of  some  ambulatory  patients.     These  overlaps, 
however,  do  not  detract  from  the  basic  characteristics  of  the  two  types  of  centers. 

In  the  discussion  which  follows,   the  basic  services  are  outlined  for  the  two  types  of  centers. 
It  is  not   intended  to  constitute  a  rigid  pattern,   for  no  clear  line  of  demarcation  between  the  two 
types  can  be  drawn--nor,    in  fact  should  ever  be  drawn.     Probably  the  most   important  factor  in  the 
operation  of  a  center,   regardless  of  type,    is  the  need  for  direction  by  a  person  who  comprehends 
the  meaning  of  "total    rehabilitation."    Given  such   leadership,   the  program  of  the  center  will  in 
most  cases  be  adjusted  to  serve  the  total   needs  of   its  disabled  patients. 

Med  i  ca 1 1 y  Oriented  Center  Emphas  i  zes  Res  torat  i  on  of  Phys  j ca 1   Capac  i  ty .      In  the  medical ly  oriented 
center,  because  of  the  heavy  emphasis  on  the  patient's  medical   problem,   the  need   is  unquestionably  for 
medical  direction  and  control   of  the  program.     Normally,   the  hospital  which  houses  the  center   is  re- 
sponsible for  much  of  the  administrative  deta i 1  - -account i ng ,  payroll,   fund  raising,  clerical  work, 
building  maintenance,   food  service,  supply,  and  the  like.     The  center,   therefore,    is   largely  free  to 
concentrate  its  effort  on  the  management  of  the  patient,  which  at  this  stage   is  a  medical  problem. 
Other  serv i ces--such  as  social   service  and  psychology,  as  well   as  nursing,  and  physical,  occupational 
and  speech  therap i es--are  truly  paramedical. 

Much  more  thought  needs  to  be  given  to  the  function  of  the  prevocat i ona 1   evaluation  unit  which 
is  mandatory  under  present  federal    regulations.     As  discussed  earlier,    it   is  probable  that  the  pre- 
vocational  evaluation  unit  that   is  oriented  toward  a  job  or  a  vocation  has   limited  value  in  this 
type  of  facility.      In  fact,   the  term  prevocat i ona 1   used  with  this  emphasis   is  a  misnomer. 

More  appropriate   is  a  true  p revocat i ona 1   emphasis   in  the  occupational    therapy  clinic  which  will 
provide  a  general  work  atmosphere  to  heighten  the  patient's   interest  and  at  the  same  time  begin  to 
move  him  toward  a  vocational   goal    through  the  development  of  work  tolerance  and  work  habits.  It 
should  be  stressed  that  while  an  OT  program  with  a  work  emphasis  has  value,    it  cannot  be  a  substitute 
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for  the  preciseness  of  a  vocational  evaluation  effort  that  aims  at  discovering  the  maximal  vocational 
potential  of  the  patient. 

There  is  no  clear-cut  solution  to  this  problem,  no  positive  answer.  Certainly,  the  alternative 
of  using  a  vocational  counselor,  especially  if  furnished  on  a  part-time  basis  by  the  state  vocational 
agency,   leaves  much  to  be  desired. 

A  more  appropriate  approach  is  by  way  of  a  properly  developed  OT  prevocat i ona 1  program  operated 
in  close  co-ordination  with  a  vocational  counselor  who  can  devote  sufficient  time  to  fully  cover  the 
vocational  needs  of  the  center's  patients.  The  vocational  counselor  will  assume  the  role  of  working 
with  the  adult  patient  to  prepare  him  for  referral  to  a  vocational  center  or,  in  appropriate  cases, 
for  direct  job  placement  or  possibly  a  commercial  training  facility  or  educational  institution.  Full 
utilization  of  appropriate  community  resources  may  be  made,   including  the  state  rehabilitation  agency. 

The  importance  of  this  type  of  center   in  providing  rehabilitation  services  for  children  and  for 
the  aged  who  are  not   in  the  labor  market,  as  well   as  adults  who  have  no  job  potential,  should  be 
recognized.     In  fact,   these  groups  may  make  up  the  majority  of  the  patient  load. 

Vocat  i  ona 1 1 y  Or  i ented  Center  Emphas  i  zes  Preparat  i  on  for  Work .     The  vocationally  oriented  center 
concentrates   its  services  on  patients  who  are  farther  along  the  rehabilitation  road.     Its  patients 
are  ambulatory,  at   least  with  crutches  or  wheel   chair.     Living-in  accommodations,  when  provided,  are 
essentially  of  the  domiciliary  type  although  some  minimal  nursing  care  may  be  available  or  special 
attendants  provided  for  those  who  are  not  fully  independent   in  self-care  activities. 

Nonetheless,   the  program  is  vocationally  oriented  with  every  member  of  the  professional  team 
alert  to  discover  whatever  vocational   potential    the  patient  possesses.      It   is  here  that  a  true  voca- 
tional evaluation  unit   is  essential,   to  search  for  the  highest  level   of  skill  of  which  the  patient 
is  capable,  and  to  provide  the  vocational   guidance  and  counseling  vital   to  his  understanding  of  the 
selected  vocational   field.     Full   use  of  the  techniques  of  job  sample  testing,  supplemented  by  stand- 
ardized aptitude  and   interest  tests,  should  be  employed.     The  services  of  job  placement  specialists 
are  necessary.     For  many  clients,   the  center  may  need  to  incorporate  in   its  program  additional  voca- 
tional  facilities  that  will   provide  trade  or  clerical    training  or   industrial  workshop  experience. 

When  vocational   skills  are  pinpointed,  physical   performance  needs  to  be  reviewed.     Hand  skills 
which  had  been  adequate  for  feeding  and  dressing  may  need  to  be   improved  by  occupational   therapy  to 
increase  ability  to  use  the  hand  tools  employed   in  a  specific  job.     Ambulation,  once  adequate  to  get 
around  the  home,  may  need  a  new  emphasis   if  the  patient   is  to  learn  to  travel  by  public  transporta- 
tion and  be  able  to  move  around   in  the  job  locale.     Speech,   though  adequate  within  the  family,  may 
need  further  refinement  for  job  communication  requirements.      In  other  words,  a  specific   job  requires 
a  new  look  at  the  physical   requirements.     Furthermore,   the  demands  of  the  proposed  job  must  be  asses- 
sed  in  terms  of  physical   capacity.     Medical   approval    is  required  to  assure  that  the  demands  of  the 
job  are  consistent  with  the  good  health  of  the  client. 

Just  as  the  medical   services  must  be  attuned  to  the  patient's  vocational  objective,  so  also  must 
the  social  adjustment  services  be  geared  to  measure  the  patient's   intellectual   and  emotional  fitness 
for  the  job  market.      It   is  becoming   increasingly  apparent  that  for  many  patients   it   is  the  emotional 
problems  that  present  the  greatest  difficulty.      If  these  problems  are  left  unsolved,  success   in  voca- 
tional  pursuits  may  be  impossible. 

Unlike  the  center  which   is  part  of  a  hosptial   and  has   few  administrative  functions,   the  vocation- 
ally oriented  center   is  usually  free-standing  and  must  provide  for   its  own  building  services,  fund 
raising,  accounting,  and  general   administration,  and  negotiate  subcontracts  for  its  workshop  as  well 
as  conduct  vocational   classes  and  carry  on  a  public  education  program.     Management  of  this  type  of 
facility   is  clearly  more  complex  and   requires  skills    in   its  executive  officer  which  will   assure  the 
effective  integration  of  the  many  services  both  within  the  center  and  with  other  activities   in  the 
commun  i  ty . 

Federa 1   Act  i  on  Needed  to  Assure  Extens  i  on  of  Vocat  i  onal   Serv  i  ces .     The  establ ishment  of  the 
medically  oriented  type  of  rehabilitation  centers,   referred  to  previously,    is  creating  confusion  in 
many  of  the  communities  where  these  centers  are  being  constructed.     It   is  difficult  for  local  civic 
groups  to  understand  that  the  program  to  be  provided  by  this  type  of  center  may  fall   short  of  serv- 
ing the  full   needs  of  many  of  the  community's  disabled.     In  most  communities  with  adequate  resources, 
the  answer  to  this  need   is  the  development  of  a  single  vocationally  oriented  center  to  provide  the 
vocational   rehabilitation  services  for  patients  who  have  received  physical    restoration  services  from 
centers   located   in  the  major  hospitals   in  the  area.      If  proper  planning   is  given  to  the  location, 
size,  and  function  of  these  facilities,  and   if  adequate  attention   is  given  to  the  orderly  transfer 
of  patients  between  centers,   the  full    range  of  rehabilitation  services  can  be  made  available  within 
a  community  with  the  assurance  that  facilities,  personnel,  and  funds  will   be  used  efficiently. 
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To  bring  about  a  proper  balance  of  vocationally  oriented  centers  will   require  quite  a  different 
emphasis  than  is  presently  being  given   in  the  federal   program.     It  appears  that  new  legislation  is 
required  which  will  give  greater  priority  to  expenditures  for  the  construction  of  centers  embodying 
a  full   range  of  vocational   services.     Furthermore,  the  administration  of  this  proposed  change  should 
give  proper  attention  to  area  planning,  regardless  of  the  presence  of  state  boundaries.     An  addition- 
al  requirement  should  be  the  development  of  construction  standards  that  will  meet  the  special  needs 
of  current  rehabilitation  practice,  and  also  make  reasonable  allowances  for  future  development. 
Positive  steps  must  be  taken  to  bring  the  full    impact  of  rehabilitation  center  services  to  bear  on 
the  problems  presented  by  the  disabled  persons   in  our  communities. 
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REHABILITATION  CENTERS— AN  APPRAISAL 


Nathan  Nelson 


In  the  fall  of  1956,    in  connection  with  a  study  sponsored  by  the  Office  of  Vocational  Rehabili- 
tation,   1  visited  fourteen  major  rehabilitation  centers   in  the  United  States  and  Canada.     The  purpose 
of  the  study  was  to  find  the  answers  to  certain  questions  which  are  of  greatest  moment  to  vocational 
rehabilitation.     The  findings  will   be  stated   in  due  time  in  formal    reports  to  the  Office  of  Vocation- 
al  Rehabilitation.     Meanwhile  this  preliminary  report  will   present  a  few  facts  and  some  insights  or 
intuitive  conclusions  which  may  add  significance  to  the  facts. 

The  principal  problem  facing  rehabilitation  centers  can  be  stated  easily  enough:     They  simply 
do  not  get  enough  business. 

The  major  centers  have  accepted  the  most  modern  rehabilitation  theories  and  techniques.  They 
evaluate  and  treat  "the  whole  person"  by  "the  team  approach."    Their  plants  are  well  designed  and 
adequately  equipped  to  meet  the  client's  needs.     Their  professional   staffs  are  competent,  resource- 
ful, and  dedicated;  yet  their  services  are  not  eagerly  sought  after.     It  saddened  me  to  see  the  small 
numbers  of  disabled  persons  served  and  the  unfavorable  financial   circumstances  of  our  largest  centers. 
The  average  in-patient  census  of  those  visited  was  about  thirty.     The  deficits  averaged  about  one- 
fourth  of  their  total  costs. 


Some  Pertinent  Questions 


My  first  question  is  this:     Why  are  these  excellent  centers  not  more  used? 

The  study  attempted  to  get  part  of  the  answer  to  this  question  from  the  state  vocational  reha- 
bilitation agencies,  a  consumer  group  which  might   logically  be  expected  to  be  a  large  user  of 
rehabilitation  center  services.     The  forty  states  which  responded  to  our  questionnaire  estimated  that 
they  would  be  spending  somewhat  over  two  million  dollars  for  such  services   in  the  current  year.  This 
is  about  the  cost  of  operating  just  two  of  our  largest  centers.     Obviously,   the  purchases  made  by  the 
state  agencies  will   not  go  very  far  toward  covering  the  costs  of  the  numerous  centers  all  over  the 
count  ry . 

The  state  rehabilitation  agencies  estimated  that  they  would  spend,  on  the  average,  about  9 
percent  of  their  case  service  budgets  on  rehabilitation  center  services  during  the  1957  fiscal 
year.     Why  not  more? 

The  prevailing  reasons  given  may  be  expressed   in  the  relationship  between  low  state  rehabilita- 
tion budgets  and  the  high  cost  of  center  services.     Secondary  reasons  were  those   implied  in  two 
interrelated  facts:     (a)   rehabilitation  counselors   lack  familiarity  with  center  operations,  and 
(b)  the  centers  lack  understanding  of  state  vocational   rehabilitation  objectives.     Neither  group- 
centers  or  state  agencies--is  able  to  accept  the  goals  and  the  limitations   implicit   in  the  other's 
rehabilitation  program. 

Another  part  of  the  study  shed  some  light  on  this  question:     What  kind  of  center  do  state 
agencies  use  most?    The  Eastern  ones  were  asked  what  percentage  of  their   income  comes  from  state 
rehabilitation  agencies.     The  answers  ranged  from  less  than  I   percent  to  nearly  100  percent;  but 
the  centers  responding  clustered   into  two  distinctly  different  groups.     The  majority  received  a 
small  proportion  of  their  total    income  from  this  source—from  1   percent  to  8  percent.     A  consid- 
erably smaller  number  received  a  relatively  large  part— from  25  percent  to  nearly  100  percent. 
On  analysis   it  appeared  that  the  majority  group  was  made  up  of  medically  oriented  centers.  It 
was  the  vocationally  oriented  centers  that  enjoyed  large-scale  patronage  from  the  state  rehabili- 
tation agencies. 

Since  the  passage  of  the  Wolverton  Amendments  to  the  Hill-Burton  Act,   the  distinction  between 
these  two  types  of  centers  has  become  somewhat  obscured,   since  in  order  to  qualify  for  a  grant  a 
center  must  have  vocational   services  as  well   as  medical,  social,  and  psychological   services.  But 
the  only  specific  requirement  on  this  point   is  that  the  center  have  a  vocational  counselor  and  a 
prevocat ional   unit.     Technically,  a  center  needs  to  be  only  prevocat i onal 1 y— not  vocationally  — 
oriented  to  receive  Hill-Burton  funds. 
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It  may  be  useful  at  this  point  to  discuss  the  characteristics  of  vocationally  oriented  centers. 
The  four  that  had  the  largest  proportionate   income  from  state  rehabilitation  agencies  had  vocational 
training  programs.     The  group  that  had  the  next  largest  had  rehabilitation  workshops.     In  vocation- 
ally oriented  centers  the  leader  of  the  team  is  usually  a  lay  director  who  has  a  vocational  or 
industrial  background;   in  medically  oriented  centers  the  leader  of  the  team  is  usually  a  physician. 

Keeping  in  mind  that  the  vocationally  oriented  center  is  populated  with  patients  who  have  passed 
the  more  active  phase  of  medical   care,  we  may  state  the  characteristics  of  such  a  center  as  follows: 

1.  The  goals  of  the  center  program  are  primarily  vocational. 

2.  The  center  has  a  vocational   training  program,  or  a  rehabilitation  workshop,  or  both. 

3.  The  leader  of  the  team  is  a  professional   person  with  a  vocational  or   industrial  background. 

h.     The  vocational  objective  is  selected  or  approved  by  a  field  counselor  not  on  the  center 
staff,  who  places  the  client  and  conducts  a  follow-up. 

It   is  this  kind  of  center  that   is  getting  the  bulk  of  the  business  of  the  vocational  rehabilita- 
tion agencies.     In  so  stating   I  do  not  mean  to  imply  that  this   is  as   it  should  be.     I  merely  point 
out  some  facts  which  centers  may  wish  to  consider   in  their  planning. 

Prevocat i ona 1  Unit  Services 


One  criticism  of  the  centers  which  was   implied   in  some  of  the  comments  appearing  on  our  ques- 
tionnaire replies,  and  also  given  me  orally  by  state  rehabilitation  people,  was  that  the  centers  are 
not  realistic.     This   is  a  charge  which   it   is  very  difficult  to  evaluate.     The  center  reports  have  a 
great  deal  of  material  on  services  rendered;  but  few  studies  of  the  effectiveness  of  services  take 
into  account  the  client's  history  after  leaving  the  center.     One  such  study,  by  the   Institute  of 
Physical  Medicine  and  Rehabilitation   in  New  York,   revealed  that  only  half  of  the  clients  served  were 
making  maximum  use  of  their  abilities  after  leaving  the  hospital. 

Another  charge,  in  similar  vein,  was  heard  repeatedly:  namely,  that  the  gains  achieved  by  the 
center  are  lost  to  the  client  when  he  returns  to  his  home  community.  These  and  other  problems  need 
study. 

Rehabilitation  centers,  both  the  vocationally  and  the  medically  oriented,  are  trying  to  improve 
the  precision  of  their  vocational  diagnosis  by  means  of  prevocat ional --or  work  eval uat i on--un i ts . 
The  development  of  these  units  and  their   inclusion  as  a  Hill-Burton  requisite  has  created  a  great 
deal  of  interest   in  the  definition,  scope,  and  function  of  these  units.     For  this  reason  I  studied 
11  prevocat ional  units   in  Eastern  rehabilitation  centers.     The  results   indicated  that  the  state 
rehabilitation  agencies  used  prevocat ional   services  more,  percentage-wise,   than  they  did  the  other 
services  of  the  center. 

The  prevocat i ona 1   unit  undertakes  to  render  services  of  vocational   value  in  anticipation  of 
vocational   training  or  employment.     These  services  may  be  classified  as   (a)  diagnostic  and   (b)  devel- 
opmental.    With  the  diagnostic  services  rendered  by  these  units   I  was  favorably  impressed.     I  was 
less  enthusiastic  about  the  development  services.     It  was  my   impression  that  not  a  great  deal   can  be 
done  in  the  development  of  work  habits,  work  attitudes,  and  work  responsibility  in  two  or  three  weeks 
spent  in  a  prevocat i onal  unit.     It  seems  to  me  that  the  developmental  or  adjustment  aspects  of  prevo- 
cational  services  can  be  handled  better   in  a  rehabilitation  center  that  has  an  adjustment  workshop-- 
or  in  an  adjustment  workshop  situated  elsewhere. 

The  diagnostic  aspects  of  prevocat i onal   units  seem  to  present  the  greatest  potential   for  the 
future.     These  newer  units  are  called  "occupational  evaluation  laboratories."    Here  the  most  signifi- 
cant development   is  "reality  testing."     Reduced  to  its  simplest  terms,   reality  testing  presumes  that 
one  way  to  find  out   if  a  client  has  potential    to  do  something  is  to  let  him  try  to  do  it.  Two 
approaches  to  this  method  of  tryout  were  observed:     (a)  Work  samples  are  set  up  and  the  client  is 
tried  out  progressively  on  a  number  of  activities;  or   (b)  A  work  situation  or  a  work  simulation  situa- 
tion is  set  up  and  the  client   is  tried  out  on  a  range  of  activities  within  that  situation.     The  prin- 
cipal aim  of  the  work  sample  method   is  to  pinpoint  vocational   aptitude,  whereas,   the  work  simulation 
method  attempts  to  predict  more  general   types  of  work  capacity.     The   importance  of  these  methods  of 
reality  testing  to  vocational   rehabilitation  is  that  clients  who  have  shown  relatively  little  capacity 
on  formal  psychological   tests  seem  at  times  to  do  well    in  reality  testing  situations.     \'    is  my  belief 
that  the  occupational   assessment  laboratory  may  develop   into  a  signficantly  different  and  important 
d  i  agnost  i  c  tool  . 
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Concerning  Costs  and  Prices 


Since  the  costs  of  rehabilitation  center  services  seem  to  present  problems  to  consumers,  data 
on  fees  and  costs  of  operation  were  developed  with  reference  to  the  centers  visited.     The  data  veri- 
fied the  oft-repeated  statement  that  no  privately  operated  rehabilitation  center   is  able  to  operate 
w  i  thout  a  def  i  c  i  t . 


Rehabilitation  center  services  were  priced   in  several  ways 


1 . 

By 

charges  by  modalities 

2. 

By 

charges  for  treatment  visits 

3. 

By 

charges  by  time  interval 

k. 

By 

reimbursable  costs  per  diem  rates 

5. 

By 

negotiated  per  diem  rates 

6. 

By 

lump  charges  for  groups  of  services   (package  deals) 

Although  complete  ranges  of  prices  were  computed,    it   is  not  valid  to  compare  these  rates  without 
considerable  understanding  of  the  services  that  go  into  them.     1   believe,  however,   that  consumers 
should  be  willing  to  pay  for  center  services  on  a  reimbursable-cost  basis.     The  rates  of  medically 
oriented  comprehensive   in-patient  centers  varied  from  about  $2k  to  $30  a  day.     The  rates  at  vocation- 
ally oriented   in-patient  centers  were  about  one-third  as  much.     The  charges  for  comprehensive  total 
evaluations  varied  from  $150  to  $250. 

It   is  estimated  that  about  seventy-five  to  eighty-five  percent  of  center  costs  arise  from  pay- 
ments for  professional   services.      If  costs  are  to  be  curtailed,    it  must  be  done  by  more  efficient  use 
of  personnel.     But  current  rehabilitation  center  thinking  supports   the  use  of  more  personnel.  The 
rehabilitation  team  grows  ever  larger. 

Another  factor  that   increases  cost   is  the  tendency  of  the  centers  to  use  the  team  to  repeat 
diagnostic  procedures  previously  done  by  others. 

"Team  Approach"  to  the  "Whole  Person" 

I   think  the  time  has  come  to  take  a  second  look  at  the  rehabilitation  team.     Everyone  will  agree 
that  co-operation  between  professional   persons  handling  the  same  patient   is  essential.     But  do  we 
have  to  do  it  by  time-consuming  staffings  with  everyone  remotely  related  to  the  problem  at  hand 
listening  to  lengthy  dissertations  by  each  member  of  the  team?     If  a  professional  worker  does  not 
have  the  answer  to  a  problem  in  his  area  of  competence,  how  likely   is   it  that  he  will   get  the  answer 
from  a  professional  worker   in  some  other  discipline  who  knows   less  about   it  than  he  does?     It  seems 
to  me  that  at  times  when  we  do  not  know  the  answer  to  a  problem,  we  call    in  two  more  people  who  know 
even   less  about   it   than  we  do.     Then,    if  these  two  cannot  help,  we  call    in  more  who  know  even  less 
than  the  first  two.     Thus,  we  have  a  progressive  pooling  of     ignorance.     If  this  pooling  of  ignorance 
fails,  we  figuratively  take  a  vote.     This  may  be  democratic,  but  does   it  achieve  professional  goals? 
I   should  like  to  suggest  that  no  worker  be  called   into  a  case  conference  unless  his  knowledge  or 
skills  can  contribute  to  a  solution  of  the  particular  problem  at  hand. 

I   should  also  I  i ke  to  say  a  word  about  "the  whole  person."     I   think  every  cl ient  needs  to  be 
considered  as  a  whole  person;  but   I   think  he  needs  to  be  considered  as  one  whole  person  and  not 
several  whole  persons  along  the  course  of  his  rehabilitation.     If  after  he  leaves  the  hospital  where 
he   is  considered  as  a  whole  person  he  goes  to  the  center  which  starts  all   over  again  to  consider  him 
as  a  different  whole  person,  and  then  goes  to  an  agency  which  considers  him  as  a  third  whole  person, 
and  ends  up  at  the  public  assistance  agency  which  considers  him  as  a  fourth  whole  person,  what  hap- 
pens to  his  "wholeness"?     He   is   in  danger  of  becoming,  not  schizophrenic  but--if   I  may  coin  a  term-- 
"quad  roph  ren  i  c . " 

This  brings  me  to  my  final   questions.     What   is  the  role  of  the  rehabilitation  center?     Is   it  the 
whole  rehabilitation  process?     If  so,  what   is  the  role  of  the  state  rehabilitation  agency,  of  the 
workshop,  of  the  employment  service,  and  of  the  casework  agency?     If  not,  does   it  contribute  to  the 
whole  process  all   along  the  way,  or   is   it  an   intermediate   link  in  the  rehabilitation  process?     If  it 
is  an   intermediate  link  in  the  process  what   is   it  competent  to  achieve  as  an   intermediary?    How  should 
it  relate  to  what  comes  before   it  and  what  comes  after   it?     Do  we  need  a  large  isolated  center  team 
or  do  we  need  a  smaller   integrated  community  team?     And  can  the  rehabilitation  center  or  a  small  in- 
tegrated community  team  do  the  job  of  helping  the  disabled  person  achieve  the  highest  possible  state 
of  ultimate  well-being   in  every  possible  respect? 
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I  believe  that  the  rehabilitation  centers—and  rehabilitation  as  a  whole--will  advance  as  the 
professional  workers  develop  the  skills  and  knowledges  necessary  for  the  accomplishment  of  their 
defined  tasks.     I  do  not  believe  we  can  get  more  out  of  a  team  than  the  knowledge  and  skill    that  goes 
into  it.     It   is  essential   that  we  evaluate  the  somewhat  magical  claims  made  by  us  for  us.  Funda- 
mental  to  a  professional   approach   is  a  recognition  of  our  limitations.     When  we  have  made  that 
recognition,  we  will   know  what  we  have  to  learn. 

I   think  we  have  passed  through  the  first  phase  of  rehabilitation  center  devel opment--the  evan- 
gelical.    The  promoters,   the  dreamers,  have  done  their  job  and  done   it  well.     Now  we  must  learn  how 
to  make  the  dreams  come  true.     We  must  test  our  old  methods,  develop  new  methods,  and  teach  the 
methods  that  we  know  work.     For  this  we  need  research  both  in  educational    institutions  and   in  operat- 
ing programs.     Most  of  all  we  need  a  willingness  to  face  our  problems  squarely.     To  the  extent  that 
we  do  this,  we  will    learn  and  progress.     When  we  do  this,  we  will   discover  what  each  of  us  can  do 
best  to  help  the  disabled  person  rehabilitate  himself. 
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PART  IX 


CONTRIBUTIONS  OF  RELATED  PROFESSIONS 


Rehabilitation,  as  has  repeatedly  been  pointed  out,   is  an  interdisciplinary  field.     The  reha- 
bilitation process   is  concerned  with  the  disabled   individual   from  bed  to  job,  as  Rusk  puts   it.  While 
the  objective  of  vocational   rehabilitation   is  placement,   the  rehabilitation  process,  and  rehabilita- 
tion counseling,    is  more  than  vocational   counseling  and  placement.     As  has  been  indicated  in  previous 
sections,  the  rehabilitation  counselor,  while  he   is  a  vocational   counse 1  or  work i ng  w i th  disabled 
clients,   is  more  than  a  vocational   counselor.     He  must  be  concerned  with  the  total  client,  with  his 
feelings,  attitudes,  and  needs   in  other  areas  than  the  vocational.     For  some  of  the  problems   in  these 
areas  the  counselor  can  and  should  be  equipped  to  work  with  the  client.     For  others,  however,  referral 
will  be  necessary.     Other  professional  persons  may  be  able  to  contribute  much  to  the  client's  total 
rehabilitation.     This  section  includes  papers  discussing  the  roles  of  the  social  worker,  the  psycholo- 
gist, and  the  psychiatrist   in  rehabilitation.     These  three  professions  are  perhaps  most  closely 
related  to  the  counselor's  activities. 

While  there  has  been  relatively  little  discussion  of  the  roles  of  the  psychologist  and  psychia- 
trist in  rehabilitation,   there  has  been  considerable  writing  recently  concerning  the  functions  of  the 
social  worker   in  rehabilitation.     The  two  selections   included  here  are  not  necessarily  representative 
of  the  thinking  of  the  entire  social  work  profession.      It  appears  that  social  work,  while  in  one 
respect  being  perhaps  the  earliest  nonmedical   profession  associated  with  rehabilitation,    is   in  the 
process  of  rethinking   its  position  and  functions   in  relation  to  the  many  other  members  of  the  reha- 
bilitation professions.     The  student  who  is   interested   in  considering  further  discussions  of  social 
work  and  rehabilitation  will   find  sources   in  the  references  listed  below.     With  the  development  of 
rehabilitation  counseling  as  a  profession,   and   its  concern  with  the  total    individual,   rather  than 
only  with  the  narrow  vocational   aspects,   the  question  frequently  arises  as   to  what    is   the  difference 
between  casework  and  counseling.     This  question  cannot  even  be  explored  here,  but    is  one  which  will 
be  the  object  of  considerable  interest  and  attention   in  the  future. 
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REHABILITATION  AND  SOCIAL  WORK 
Leonard  W.  Mayo 


In  this  paper  I  have  undertaken  to  compare  social  work  and  rehabilitation  insofar  as  they  are 
comparable,  and  to  analyze  the  close  relation  that  exists  between  them  to  the  extent  that  their 
common  purposes  suggest.     Granted  that  one  is  a  profession  and  the  other  more  in  the  nature  of  a 
program  or  movement   involving  several  professions,    it   is  still   true  that  at  points  their  objectives 
and  functions  are  similar   if  not  identical. 

Rather  than  attempt  formal  definitions,  I  shall  point  out  some  of  the  similarities  and  differ- 
ences between  rehabilitation  and  social  work  with  the  hope  that  this  approach  may  help  to  establish 
a  better  basis  for  clarification  and  co-operative  endeavor. 

F  i  rst ;     Social  work  is  a  well-defined  profession  of  some  fifty  years'   standing,  with  a  common 
body  of  knowledge,  common  traditions,  and  common  educational  methods. 

Rehabilitation  (as  the  term  is  used   in  this  paper)   is  a  process  devoted  primarily  to  the  restora- 
tion and  supplementation  of  physical  capacities  and  abilities   in  which  not  one  but  many  professions 
and  disciplines  are  essential.     Though  the  concept  of  restoration   is  as  old  as  human  life,  rehabili- 
tation as  a  dynamic,  co-ordinated  plan  of  treatment  focused  on  the  needs  of  the  whole  person  is 
relatively  new.     It   includes  not  one  but  several   bodies  of  knowledge  and  traditions,    its  personnel 
are  the  products  of  several   types  of  professional   education,    it   is  motivated  by  different  profes- 
sional concerns,  and   its   leadership  stems  from  a  variety  of  backgrounds  and  disciplines. 

Second :  Social  work  agencies  have  a  well-defined  hierarchy  of  board,  administrator,  supervisor, 
and  practitioner.  This  is  a  decided  asset  when  it  comes  to  tackling  a  complicated  task  as  well  as  in 
policy-making  and   in   inaugurating  and  sustaining  a  well-defined  program. 

These  functions  are  not  as  well  defined  in  rehabilitation  where,  for  example,  a  supervisor  or 
co-ordinator  may  be  responsible  for  staff  members   in  several  disciplines  rather  than  one. 

Th  i  rd :     Social  work  is  practiced  and  administered   in  different  but  essentially  similar  settings. 

Rehabilitation  is  conducted   in  and  under  a  variety  of  settings  and  auspices. 

Fourth :     Social  workers  have  been  trained   (and  the  very  nature  of  their  responsibilities  demands 
it)  to  invoke  and  bring  to  bear  for  the  benefit  of  their  clients  many  different  community  resources 
and  the  contributions  of  several   professions.     This  requires  a  type  of  experience  and  skills  quite 
foreign  to  members  of  some  of  the  disciplines  active   in  rehabilitation. 

Fifth:     Social  work  has  virtually  passed  through  the  period  when  its  members  thought  of  the 
profession  as  concerned  exclusively  with  that  portion  of   it  with  which  they  themselves  were  identi- 
fied. 

Rehabilitation  as  a  movement  has  not  yet  passed  through  this  myopic  phase.     Some  who  are  primar- 
ily interested   in  vocational   guidance  and  employment,  for  example,  are  still   prone  to  regard  rehabili- 
tation almost  exclusively  in  the  light  of  these  functions;  and  those  whose  main  interest   lies   in  the 
physical  and  medical   aspects  are  likely  to  overlook  or  at  least  greatly  unde remphas i ze  other  phases. 
Historically,   in  both  rehabilitation  and  social  work  each  specialty  had   its  time  of  ascendency';  in 
the  treatment  of  an   individual,  by  the  same  token,  each  has   its  period  of  special  emphasis. 

Sixth :     By  and  large,  the  goals  of  social  work  in  relation  to  individuals,   families,  and  com- 
munities have  become  more  general   than  specific   in  the  last  decade. 

In  rehabilitation  the  treatment  goals  are  apt  to  be  more  specific  than  general.     This   is  due  in 
part  to  certain   inherent  differences  between  social  work  and  rehabilitation;   it  may  also  be  an  indi- 
cation that  social  work  has  progressed  further  than  rehabilitation  in   its  concept  of  treatment.  At 
one  time  social  work  was  prone  to  set  up  definite  treatment  objectives   in  the  instance  of  a  family, 
an  individual,  or  a  group;  now  it   is  pretty  well   agreed  that  reasonably  steady  movement  by  individuals, 
groups,  or  communities  toward  goals  established  by  them  is  the  sound  objective  to  be  sought. 


Reprinted  from  the  New  Outlook  for  the  Bl ind ,  1957,  51,9,  397-^01 ,  and  the  Journal  of  Rehab i 1 i- 
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Specific  Goals  Desirable  at  This  Stage 


It   is  probable  that  most  rehabilitation  personnel,  other  than  physicians,  set  up  rather  specific 
obj ect i ves--such  as  learning  to  walk,   to  drive  a  car,   to  become  more  efficient   in  activities  of  daily 
living,  and  the  like.     This  may  well   be  justified,  at   least  at  this  stage   in  rehabilitation,  because 
of  the  nature  of  the  process  and  the  types  of  problem  faced  by  handicapped  persons.     The  testimony  of 
a  professional  man  who  is  a  paraplegic  is  germane  on  this  point,  however.     He  stated  that  during  his 
rehabilitation  a  specific  goal--namely  that  of  getting  on  his  feet--was  held  out  to  him.     When  he 
returned  to  his  office  he  found  that  "getting  on  his  feet"  was  so  exhausting  that  he  could  not  con- 
duct his  professional   duties  without  great  difficulty.     He  found  he  could  carry  on  from  his  wheel 
chair,  however,  with  complete  efficiency  and  with  a  little  extra  help  board  a  plane  or  a  train  and 
thus  be  as  mobile  as  his   interests  and  occupation  required.     Granted  that  wide  differences  exist 
among  people  and  that  some  require  specific  goals   in  the  first  stages  of  their  rehabilitation,  this 
is  a  matter  that  requires  further  analysis  and  study. 


Mutually  Helpful   Role  of  Social 
Work  and  Rehabilitation 


These  comparisons  and  contrasts   lead  to  a  consideration  of  how  social  work  and  rehabilitation 
may  become  increasingly  helpful   to  each  other   in  the  fulfillment  of  their  common  purposes. 

First:     It   is  essential    that  each  recognize  the  role  of  the  other   in  helping  people  to  attain 
their  full   potentialities.     Social  work  as  one  of  the  professions  essential   to  rehabilitation  has 
both  a  specific  and  a  general    role  to  play;   its  specific  function  is  similar  to  that  of  medical  or 
psychiatric  social  work  in  a  hospital  or  clinical   setting  and   includes  the  use  of  the  worker's 
knowledge  of  behavior,  of  family  life,  of  community  resources  and  how  to  use  them,  and  of  what  is 
involved   in  an  effective  team  operation.      In  a  word,   the  social  worker  should  furnish  much  of  the 
integrating  influence  essential   to  a  successful   rehabilitation  program. 

In  this  connection   it   is   important  to  ask  how  social  workers  perceive  themselves   in  a  rehabili- 
tation setting.     Do  they  see  themselves  as  learners  who  stand  to  gain  much  and  give  something?  As 
teachers  who  are  usually  thought  of  as  only  giving?     Or  as  partners  with  the  members  of  other  disci- 
plines?    The  last-mentioned  suggests  a  somewhat  different  status  than  that  of  either  a  learner  or  a 
teacher.      Ideally  the  relationship  should  be  that  of  a  full   partner,   and   in  some  rehabilitation  pro- 
grams that  has  been  achieved  to  an  extent.     Where   it  has  not   it   is  probably  because  mutual  confidence 
does  not  exist,  and  because  unfounded  notions  are  held  as  to  the  controlling  importance  of  one  or 
more  of  the  professions  or  team  members.     In  such  cases  the  social  worker  has  a  very  special  and 
very  difficult  function  to  perform.      It  must   inevitably  fall   upon  his  or  her  shoulders  to  accept 
major  responsibility  for  helping  to  create  a  free,  enabling  situation  in  which  a  partnership  rela- 
tion can  develop  and  eventually  prevail.     Without  this  there  can  be  no  team,   for   in  essence  a  team 
is  the  outward  sign  of  an   inner  conviction  and  philosophy  concerning  the  whole  person  and  how  his 
needs  can  best  be  defined  and  met. 

Second:     Social  workers  both   in  and  out  of  rehabilitation  must  comprehend   its  present  status 
and   its  pioneering  function.     They  must  realize  that  working  with  the  members  of  other  professions 
who  do  not  at  once  grasp  or  accept  their  philosophy   is  part  of  the  team  process  and  not  necessarily 
a  cause  for  criticism. 

Third:     Rehabilitation  personnel   need  a  keener  appreciation  of  the  contributions  social  workers 
can  and  do  make   in  both  their  general   and   their  specific   roles    in  rehabilitation,   and  a  greater 
awareness  of  emotional   and  social    factors  and  the  fundamental   part  they  play   in  the  rehabilitation 
of  every  patient. 

Not  a  few  leaders    in   rehabilitation  have  already  come  to  this   realization.     A  statement  by 
Dr.   George  Deaver  of  the   Institute  of  Physical   Medicine  and  Rehabilitation  of  New  York  University- 
Bel  levue  Medical   Center   is  a  case   in  point.      In  a  public  address   last  October  he  said,    in  essence: 
"The  psychological   and  emotional   problems  of  cerebral   palsied    (and  other  handicapped)  children  and 
their  parents  often  are  greater  than  their  physical    infirmities;    in  some  children  these  problems 
are  so  severe  that  they  are  unable  to  benefit   from  the  best  of  current  treatment." 

Rehabilitation  personnel    have  been  critical   of  social  workers  because  they  have  had  the  impres- 
sion that   the   latter  see  psychiatric  problems    in  every  patient  and  tend  to  underestimate  the 
importance  of  physical   and  medical    needs.     Fortunately,   however,   both  parties    in   interest  have  now 
learned  a  great  deal   concerning  these  matters,   particularly   in  the   last   two  years,   and   it  can  be 
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said  that,  by  and  large,  wherever  social  workers  have  made  a  solid  contribution  in  rehabilitation, 
that  fact  has  been  appreciated  and  recognized  by  other  disciplines. 


Fourth:     Rehabilitation  has  a  major  contribution  to  make  to  social  work  in  the  measure  of  prac- 
tical hope  it  offers  for  many  with  chronic  diseases  and  conditions,   for  the  aged,   for  scores  among 
those  regarded  as  unemployable,  and  for  other  problems  that  have  baffled  social  workers  for  decades. 
With  the  full  participation  of  social  work,  by  the  same  token,   rehabilitation  can  reclaim  a  far 
higher  percentage  of  the  hard  core  of  the  ill   and  handicapped  than  has  yet  been  thought  possible. 

Fifth:     Rehabilitation  centers  are   in  a  position  to  accumulate  a  vast  store  of  valuable  material 
on  human  behavior,    including  parent-child  relations  and  the  psychology  of  the  handicapped.  Social 
work  can  use  such  material   to  excellent  advantage   if  ways  can  be  found  to  collate  and  evaluate   it  on 
a  co-operative  basis.      In  fact,  education  and  guidance  of  parents  of  the  handicapped   is  one  of  the 
many  functions   in  which  rehabilitation  and  social  work  have  a  common  stake  and  equal  interest. 

At  this  time  the  attitude  of  social  work  toward  rehabilitation  must  still   be  characterized  as 
somewhat  "on  the  fence."     In  general,  social  work  would  seem  to  be  holding  a  "watching  brief"  rather 
than  giving  all-out  support.     Funds  have  been  made  available  by  the  federal   Office  of  Vocational 
Rehabilitation  to  some  of  the  schools  of  social  work  for  the   inclusion  of  courses  on  rehabilitation 
and  for  the  training  of  counselors;  but  one  wonders  whether,  by  and  large,   the  schools--or  indeed 
the  profession  as  a  whole--are  as  yet  fully  identified  with  the  rehabilitation  movement.     A  close 
parallel    is  found   in  the  history  of  the  relation  of  social  work  to  probation,  parole,  and  institu- 
tion service.     These  programs  have  never  been  fully  embraced  by  social  work  and,  partly  as  a  result, 
they  have  never  quite  measured  up  to  the  standards  of  other  programs  more  specifically  under  social 
work  ausp i ces . 

Consolidation  Strengthens  All 
Aspects  of  Treatment 


I   trust  that  the  attitude  of  social  work  toward  rehabilitation  will   not  follow  this  precedent, 
for  there  is  growing  evidence  that  rehabilitation  will  one  day  become  a  recognized  and   integral  part 
not  only  of  hospital   service  but  of  medical   care  itself.     I   dare  say  that  unlike  the  case  of  proba- 
tion and  parole,  however,   this  may  come  about  whether  social  work  gives   its  full   blessing  or  not 
though  the  future  of  rehabilitation  will   be  far  richer  with   it  than  without   it.     Social  work  must 
align  itself  with  rehabilitation  not  only  because  of  what   it  has  to  give  but  because  of  what  it 
stands  to  gain  and  because  of  the  close  relation  that  should  exist   increasingly  among  all  methods 
and  aspects  of  treatment. 

A  scholarly  approach  to  this  problem  suggests  a  number  of  studies   in  which  social   agencies  and 
rehabilitation  centers  should  join,    including  analyses  of  the  functions  of  each  profession  on  the 
rehabilitation  team;  of   intake  and  referral   procedures   involving  social   agencies,  hospitals,  and 
rehabilitation  centers;  follow-up  studies  of  rehabilitated  patients;  and  experiments  with  various 
methods  of  co-operation  between  rehabilitation  centers  and  social   agencies.     The  Association  for 
the  Aid  of  Crippled  Children  will   soon  publish  a  monograph  on  the  role  of  the  medical   social  worker 
in  rehabilitation  which   it   is  hoped  will   serve  a  useful   purpose  in  this  connection. 

The  attitude  of  a  new  agency  or  program  toward  those  already  established   in  a  given  field,  and 
of  those  already  established  toward  a  new  development,    is  one  of  the  puzzling  phenomena  in  any  pro- 
fessional  field.     All   too  frequently  the  sponsors  of  a  new  program  seem  determined  to  have  nothing 
to  do  with  those  that  preceded  them  and  give  every   indication  of  being  certain  that  their  "new" 
approach  and  their  methods  are  superior;  the  leaders  of  established  programs,  on  the  other  hand, 
are  all   too  prone  to  regard  new  developments  as   inferior  or  even  incompetent. 

Social  work  has  reached  that  stage   in   its  history  when   it  will   see  an   increasing  number  of  pro- 
grams, activities,  and  movements  get  under  way  which  may  appear  to  have  assumed  or  appropriated  a 
part  of   its  philosophy  and  methods.     In  such  circumstances   it  may  be  difficult  at  times  not  to  regard 
such  developments  with  a  jaundiced  eye.     In  a  real   sense,  however,   this   is  something  every  profession 
should  strive  for,    is   it  not?    That   is,   to  encourage  the  acceptance  of   its  views  and  to  some  extent 
its  methods  by  other  groups.     After  all,  social  work  does  not  have  a  lien  on   its  knowledge  of 
behavior,  on  its  philosophy  of  human  relations,  nor  even  on   its  methods.     All   that  social  work  knows, 
and  in  one  form  or  another  most  of  what   it  does,    is  known  and  done   in  some  way  by  other  groups, 
though  obviously  no  one  professional   group   is   its  full  counterpart. 

The  genius  of  social  work  lies  not  so  much   in  what   it  knows  as   in  what   it  does,  not  so  much  in 
what   it  does  as   in  how  it  does   it,  and  not  alone  in  method  but   in  the  confluence  of  knowledge  and 
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wisdom,  method  and  philosophy,  in 
manner  at  once  warm  and  objective 


the  unique  relation  it  sustains  to  other  professions,  and  the 

in  which  its  most  skillful  members  use  their  professional  selves. 
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THE  ROLE  OF  THE  CASEWORKER   IN  REHABILITATION 
Ce 1  i  a  Benney 


The  challenge  of  meeting  the  complex  and  changing  needs  of  handicapped  people  has  given  rise  to 
increasing  interest   in  the  field  of  rehabilitation.     Chronic   illness  and  the  problems  of  the  aging 
are  assuming  ever  greater  proportions.     Present  concepts  of  medical   care  have  required  redefinition 
of  the  roles  of  medical    institutions,  community  agencies,  and  members  of  the  various  helping  profes- 
sions.   A  positive  concept  of  health  as  something  other  than  the  mere  absence  of  illness  has  stimu- 
lated the  development  of  preventive  programs.     In  theory,  at  least,  hospitals  are  no  longer  limiting 
their  responsibility  to  what  can  be  accomplished   i n t ramura 1 1 y ,  but  have  moved   into  home  care  as  well. 
Professional   skills  have  been  improved. 

Yet   it   is  obvious  that,    in  spite  of  these  positive  developments,  new  problems  have  been  created-- 
problems  related  to  integration  of  rehabilitation  services,  overlapping  of  professions,  strict  limita- 
tions of  function,  and  lack  of  adequately  trained  personnel.     Deep  concern  has  been  expressed  for  the 
people  in  need  who  are  given  fractionized  service  while  receiving  help  from  different  specialists 
under  one  roof,  or  who  are  "lost"  between  the  functions  of  various  agencies. 

Rehabilitation  has  been  developed  to  help  fill   the  gap  between  scientific  and  professional 
developments  and  their  constructive  application.     Any  attempt,  however,   to  define  rehabilitation 
raises  more  questions  than   it  answers.     Are  we  referring  to  a  unique  method,  a  process,  a  goal,  a 
place,  or  a  time  of  treatment?     A  recent  public  health  monograph   (k)  ,    in  which  181   articles  on  the 
subject  were  reviewed,  attests  to  the  wide  variations  that  exist   in  the  conceptual   base  of  rehabili- 
tation and   in  the  operations  that  stem  therefrom.     It  has  been  said  that  rehabilitation  begins  at 
the  point  of  diagnosis   in  the  clinic  or  the  doctor's  office,  a  concept  that  has  gained   in  emphasis 
with  the  recognition  of   iatrogenic  disease.     On  the  other  hand,   rehabilitation  is  also  considered  to 
be  the  third  phase  of  treatment,  which  requires  special   rehabilitation  treatment  centers.  References 
are  made  to  many  approaches,   ranging  from  an   individual   approach  to  a  team  approach  that  encompasses 
representatives  of  various  sciences,  physical   and  social,  and  not  a  few  of  the  arts,   to  say  nothing 
of  those  teams  that   include  the  patient  himself  and  nonprofessional  personnel. 

For  practical   purposes,   rehabilitation  can  be  thought  of  as  an  "all  out,"  concerted,  dynamic 
process  that   involves  the  use  of  professional   skills  and  community  resources,  when  and  as   they  are 
necessary,   to  help  handicapped  people  achieve  the  maximum  functioning  of  which  they  are  capable. 
Professional   groups  have  reached  a  high  degree  of  agreement  about  a  few  concepts.     These  include 
the  concept  of  man  as  a  growing  and  changing  human  being,  existing   in  relation  to  other  human  beings, 
and  requiring  individualized  treatment  for  problems  related  to  handicaps.     Goals   in  rehabilitation 
are  stated  in  terms  of  psychological,  social,  economic,  and  physical   needs.     The  attainment  of  these 
goals  depends  upon  an  integrated   interdisciplinary  approach  which  cuts  across  professional   and  agency 
1  i  nes . 


Integrating  Rehabilitation  Efforts 


The  team  approach  seems  to  be  the  one  best  suited  to  counteracting  the  dangers  of  segmentation 
of  the  person  and  the  confusions  that  stem  from  overlapping  areas  of  service.     The  essence  of  team- 
work is  fluid   interaction.     It  can  be  concurrent,  as   in  a  hosp i tal -based  or  rehabilitation-center 
team,  or  it  can  be  serial    in  the  sense  of  co-operating  agencies  entering  at  various  points,  depend- 
ing upon  the  needs  of  the  ill  or  convalescing  person.      It  can   involve  few  or  many  people. 

Interaction,  if  it  is  to  be  constructive,  must  be  based  on  sound  principles,  a  few  of  which  are 
offered  here  with  appropriate  comments. 

1.  The  common  focus  of  all   team  members'  operations  must  be  the   ill   person.     Although  this 
principle  is  self-evident,    in  practice  it   is  too  often  negated  by  professional  competitiveness, 
vested  agency   interest,  or  personal   needs  and  conflicts  of  the  individuals  involved. 

2.  Administrative  structure  must  provide  for  appropriate  leadership  and  foster  a  climate  that 
facilitates  team  operations. 


Repr  i  nted  from  Soci  al  Casework,  1955,  36,  118-123  with  the  permission  of  the  author  and  the 
publ i  sher . 
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3.     Roles  must  be  delineated,  with  recognition  that  this  process  cannot  be  static.     There  are 
times  when  the  one-to-one  relationship  with  a  helping  person  may  be  all   that   is  needed  or  can  be 
tolerated  by  a  given  patient  at  a  given  time. 

h.     Se 1 f -understand i ng  and  the  use  of  one's  self   in  interpersonal   relationships  are  basic 
requisites  for  each  team  member  in  constructive  interaction.     In  this  regard,  Harry  Stack  Sullivan's 
concept  that  a  person  can  respect  others  only  to  the  extent  that  he  respects  himself   is  particularly 
useful.     If,  out  of  his  own  anxiety  and   insecurity,  he  begins  to  indulge  in  power  operations,  has  a 
need  to  be  a  specialist   in  all   fields,  or,  at  the  other  extreme,  minimizes  his  own  particular  con- 
tribution,  teamwork  will  collapse. 

5.     A  workable  comprehension  of  the  various  specialties   involved   is  necessary.     Now  that  pro- 
fessional  schools  are  giving  recognition  to  the   i nterrel atedness  of  the  social   sciences,  part  of 
this  problem  is  being  faced.     At  the  same  time,  confusion  has  developed,   reflected  in  part   in  the 
use  of  professional   terms.     The  word  "counseling,"  for  example,    is  used  by  almost  all   the  helping 
professions.     Its  meaning  varies  considerably,  even  among  the  specialists   in  each  profession.  In 
social  casework,  counseling  generally,  but  by  no  means  uniformly,   represents  a  type  of  casework 
treatment  which,   through  the  medium  of  the  client-worker  relationship,  helps   individuals  and  families 
with  reality  problems  and/or  externalized  difficulties   in  interpersonal    relationships.     It   is  differ- 
entiated from  psychotherapy   in  scope,  method,  and  goal.     I  do  not  profess  to  speak  for  vocational 
counselors  but,    in  their  literature,   their  use  of  the  word  seems  to  run  the  entire  gamut  from  test- 
ing and  training  to  psychotherapy.     The  following  quotation  from  a  report  of  the  national   Office  of 
Vocational  Rehabilitation   (3)    illustrates  this  point: 

The  counselor  works  jointly  with  the  client   in  a  counseling  relationship  to 
help  him  through  physical    restoration  service  to  increase  his  physical  capacities 
for  employment,  or  through  training  to  increase  his  vocational   skills,  or  provid- 
ing tools,  equipment,  or  other  auxiliary     services  to  facilitate  his  adjustment  to 
a  suitable  job.     In  some  cases  the  counselor  uses  the  counseling  interview  to 
assist  the  client  to  modify  emotional   attitudes  that  result   in  social  maladjust- 
ment, with  the  client  being  aware  of  the  personality  reorganization  through  which 
he  is  going. 

It   is  true  that  this   is  qualified  by  a  note: 

For  this   level   of  counseling   (psychotherapeutic  counseling),   the  counselor 
should  be  psychologically  trained  and  should  work  under  the  supervision  of  a 
psych  i  at  r  i  s  t . 

Kenneth  Hamilton  (1)  has  tried  to  deal  with  the  problem  of  overlapping  areas  of  vocational 
rehabilitation  and  social   casework  by  recommending  that  rehabilitation  be  a  specialty  of  casework, 
just  as  are  medical   and  psychiatric  casework,  and  that   it  should  be  taught   in  schools  of  social  work 
with  greater  emphasis  on   its  vocational   and  employment  aspects.     In  contrast,  Dr.  Millet   (2),    in  a 
recent  article,  seems  to  ascribe  to  the  caseworker  the  relatively  narrow  function  of  ambassador  from 
the  rehabilitation  team  to  the  family  and  community,  with  no  direct  relationship  to  the  patient. 

Case  material   for  this  paper  has  been  drawn  from  the  Altro  Health  and  Rehabilitation  Services, 
a  New  York  agency   in  which  caseworkers  function   in  a  variety  of  settings,    including  a  sanatorium 
for  tuberculous  patients,  a  sheltered  workshop,  and  a  community  and  health  service.     The  agency  has 
a  long  history  of  offering  multiple  services  to  tuberculous  patients  and  their  families.     During  the 
past  six  years,  services  have  been  extended  to  cardiac  patients  at  the  Altro  Work  Shops  and  recently, 
in  co-operation  with  Hillside  Hospital,  a  pilot  project  for  rehabilitation  of  psychiatric  patients  at 
the  Work  Shops  was  instituted. 

The  Caseworker's  Role 

The  caseworker's  role   in  rehabilitation  may  be  outlined  under  three  overlapping  and  somewhat 
simplified  topics:     (1)  communication  and   interpretation  of  social   findings  to  the  team;   (2)  enabling 
and  preparing  client  to  use  services  other  than  casework;    (3)  concurrent  treatment.  Rehabilitation 
diagnosis  and  a  treatment  plan  involve  consideration  of  three  basic  areas--med ical ,  psychosocial,  and 
vocational.     The  caseworker's  competence  lies  obviously  within  the  psychosocial  area. 
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I.     Communication  and   Interpretation  of  Social  Findings  to  the  Team 

As  a  member  of  the  team,   the  caseworker  acquires  knowledge  about  the  patient,  his  family,  and 
the  community  which  he  communicates  to  other  team  members. 

From  the  caseworker's  direct  contact  with  the  patient,  he  can  frequently  contribute  pertinent 
information  about  the  patient's  feelings  and  attitude  toward  his   illness,  his  past  responses  to 
crises,  his  character  structure,  his  capacity     for  relating  to  other  persons   (professional  or  nonpro- 
fessional), his  desire  for  help  and  his  ability  to  use   it.     The  worker  can  be  expected  to  know  the 
circumstances,  concrete  and  emotional,  which  preceded  the  illness  and  may  affect   its  subsequent 
cou  rse . 

The  caseworker's  role  in  the  area  of  family  relationships   is  generally  accepted.     Illness,  as 
much  as  any  other  single  factor,  has  a  profound  effect  on  family  equilibrium.      It  frequently  neces- 
sitates drastic  changes   in  roles  both  of  the   ill   person  and  of  other  members  of  the  family.     When  the 
significant  persons   in  the  family  constellation  react  to  the  illness  with  guilt,  anxiety,  overpro- 
tectiveness,   rejection,  or  just  plain  resentment,   these  are  vital   factors  which  certainly  may  affect 
the  patient's  recovery  and  planning  for  his  rehabilitation.     On  the  other  hand,  positive  ties  and 
wholesome  attitudes  may  also  play  a  decisive  role  in  determining  the  outcome. 

Feelings  cannot,  as  we  know,  be  divorced  from  facts,  or  vice  versa.     The  caseworker  traditional- 
ly has  been  concerned  with  reality  factors.     Although  the  meeting  of  basic  financial   needs  has  been 
delegated  properly  to  public  assistance  agencies,   the  caseworker   in  a  rehabilitation  setting  has 
responsibility  for  determining  special   needs  related  to  illness  and  for   interpreting  these  in  such  a 
way  that  they  can  be  met.     Social  workers  have  accumulated  a  body  of  knowledge  about  the  use  of 
money  and  its  symbolic  implications,    in  the  cultural   sense  and   in  terms  of   interpersonal  relations. 

Knowing  about  community  resources  and  how  to  utilize  them  is  not  the  exclusive  prerogative  of 
any  one  professional   group.     Yet  social  workers,  almost  by  definition,  can  be  expected  to  have  this 
kind  of  knowledge.     The  caseworker's  responsibility  for  bringing  unmet  needs  to  the  attention  of  the 
community  and  for  helping  in  the  creation  of  new  resources   is  implicit. 


2.     Preparing  Client  to  Use  Services  Other  than  Casework 

Preparatory  or  enabling  services  offered  by  the  social  worker  are  frequently  necessary  before 
an  ill  person  is  ready  to  use  other  services  of  a  psychiatric,  vocational,  or  even  medical  nature. 
Referral,  however,  does  not  mean  relinquishing  all  responsibility.  The  caseworker  has  a  responsi- 
bility to  avoid  preparing  people  to  use  nonexistent  services.  Many  of  us  have  experienced,  on  both 
the  giving  and  the  receiving  end,  the  type  of  wishful  thinking  which  imbues  others  with  superhuman 
powers  to  give  help  when  we  are  unable  to  go  further  or  when  the  situation   is  inoperable. 

The  caseworker's  role  in  enabling   ill   people  to  use  other  existing  professional   services  may 
range  from  providing  a  relatively  simple,  concrete  service  to  complex  involvement   in  familial 
attitudes  and  resistance  to  treatment. 

A  young  woman  had  suffered  a  brief  psychotic  episode,  with  an  attempt  at 
suicide,  shortly  before  discharge  from  a  tuberculosis  sanatorium.     She  had  been  a 
so-called  model   patient  who  did  not  act  out  her  problems  and  managed  to  go  un- 
noticed  in  an  institution  where  coverage  was   limited.     Although  she  was  transferred 
to  a  psychiatric  hospital,  she  was  released  to  her  family  within  a  few  days.  The 
caseworker  assumed  major  responsibility  for  helping  this  patient  accept  and  remain 
in  private  psychiatric  treatment.     Even  though  dealing  with  the  patient's  resistance 
demanded  considerable  skill   and  effort,   there  was  an  equal,    if  not  greater,  invest- 
ment in  helping  the  controlling,  guilt-ridden  mother  give  up  her  own  defense  of 
denying  the   illness,   so  that   family  funds  could  be  used   for  the   required  treatment. 
The  mother's  early  attitude  is  shown   in  her  remark,  "She's  perfectly  fine,  except 
that  she  has  a  large  supply  of  sleeping  pills." 

The  caseworker  continued  service  in  this  case  for  several  months  and  was  further  able,  at  the 
appropriate  moment  and  with  the  psychiatrist's  approval,   to  initiate  referral   for  vocational  train- 
ing. 

In  another  instance,   the  client's  readiness  to  accept  vocational   counseling  and  retraining 
rested  upon  concrete  assistance  and  a  change   in  attitude  toward  his  father. 

Mr.   Z,  aged  31,  presented  his  request  for  service  in  terms  of  his  need  for 
domestic  help.     He  had  been  discharged  from  a  tuberculosis  sanatorium  two  months 
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earlier  as  an  arrested  case.     The  sanatorium  had  no  social   service  or  rehabili- 
tation counselor.     This  had  been  Mr.   Z's  second  admission,   the  first  having 
occurred  when  he  was  21.     At  that  time,  he  had  spent  six  years  at  the  sanatorium, 
and  there  was  but  a  short   interval   between  his  first  and  second  breakdown.     Mr.  Z 
had  completed  one  year  of  college  prior  to  his   illness.     At  the  time  of  his  appli- 
cation for  service,  his   request  for  housekeeping  help   resulted  from  the  fact  that 
his  mother  had  died  a  few  weeks  after  his  discharge  from  the  sanatorium.     He  was 
living  with  his  69-year-old  father,  who  ran  a  small   candy  store,  and  he  was  trying 
to  keep  house  for  his  father  and  himself.      It  was  apparent  that  he  was  emotionally 
upset  about  his  mother's  death  and  about  his  feelings  of  helplessness  and  loss  in 
finding  his  role  in  relation  to  himself  and  his  father. 

The  next  five   interviews  were  focused  primarily  on  the  problem  of  Mr.  Z's 
relationship  to  his  father,  since  he  was  so  involved  in  this  that  he  was  unable 
to  move   in  any  direction.     He  had   tried  to  assume  the  role  and  duties  of  his 
mother,  who  had  been  the  dominant  member  of  the  family.     His  father,  by  contrast, 
had  always  seemed  helpless,  and   it  was  this  preoccupation  with  the  father's  help- 
lessness which  seemed  to   immobilize  him.      In  his  contacts  with  the  worker,   he  was 
helped  to  express  his  resentment  about  the  situation  and  to  see  that  his  own  feel- 
ings and  plans  were  not  completely  related  to  his  father's  needs  and   that  his 
picture  of  his  father  was  not  a  valid  one.     The  latter  had  considerably  more 
strength  than  the  patient  had  recognized  and  had  even  made  plans  as  to  what  he 
would  do  if  his  son  became   ill   again.     As  Mr.   Z  was  able  to  accept  this,  he  was 
also  able  to  admit  that  he  was  using  his  father  to  avoid  looking  at  himself  and 
his  real   feelings.     It  was  only  then  that  he  could  begin  to  discuss  planning  for 
rehabilitation  and  to  request   referral    to  the  vocational    rehabilitation  service. 
When  he  was  referred,  he  was  feeling  much  more  comfortable  with  regard  to  his 
father,   and  much  more  ready  to   involve  himself   in  a  vocational  program. 

Preparatory  services   in  this   instance   included  such  concrete  services  as  temporary  domestic  help 
and  arrangements  for  medical   care.     The  social  worker  assumed  responsibility  for   interpreting  the 
patient's  needs  to  the  State  Division  of  Vocational   Rehabilitation,  which  subsequently  offered  voca- 
tional  guidance  and  training  in  drafting.     That  agency  also  was  able  to  offer  a  financial  allowance, 
based  on  the  caseworker's  budgetary  findings  as  well   as  on  her  understanding  of  the  parent-child 
relationship.      In  this  case,   the   informal   "team"  included  the  private  agency,  with  medical   and  case- 
work service,   the  hospital    involved   in  the  treatment  of  the  patient's   illness,   and  the  State  Division 
of  Vocational   Rehabilitation.     The  role  of  the  caseworker,  which  was  of  primary   importance  initially, 
then  became  a  secondary  one.     In  this  situation,   the  client  was  prepared  for  vocational  guidance  and 
retraining.      In  others,   the  caseworker's  service  might  be  referral    for  re-employment,  psychiatric 
service,  child  placement,  and  so  forth. 


3.     Concurrent  Treatment 

The  caseworker's   role   in  concurrent   treatment  depends  to  a  great  extent  upon  the  setting  and 
function  of  the  agency.     His  services  may  be  on  an  environmental   and  supportive   level   and/or  a  clari- 
fication and   insight   level    (to  use  the  common  groupings),   according  to  the  client's  needs. 

The  case  of  Mr.   N   illustrates   the  caseworker's   role   in  a  situation   in  which   it  was  felt  that, 
without  treatment  of  the  patient's  emotional   problems,  prognosis  for  rehabilitation  would  be  poor. 
In  this  case,   the  services  of  two  teams--one   in  the  tuberculosis  sanatorium  and  the  other   in  the 
commun i ty--were  required,  and  co-ordination  maintained  by  the  agency  and  the  Division  of  Vocational 
Rehabilitation.     At  the  sanatorium,   the  social  worker's  focus  was   limited  to  the  problems  of  adjust- 
ment to  the  illness  and  to  the  institution,   since  the  patient  presented  many  overt  behavior  problems 
related  to  his  conflicts  with  authoritative  figures.     Several   staff  conferences  were  necessary  to 
prevent  Mr.   N's  disciplinary  discharge.     Frequently,    it  was  the  nurse  against  whom  Mr.   N  expressed 
his  hostility.     He  told   the  caseworker  that  he  resented  being  treated   like  an   infant  and  had   to  main- 
tain some  spark  of  resistance  to  a  completely  passive,  vegetative  existence.     He  was,  of  course, 
fighting  his  great  need  for  dependency,  which  stemmed  from  earlier  deprivations.     He  did,  however, 
respond  positively  to  a  consistent,   reasonably  permissive  approach  on  the  part  of  the  staff  and  con- 
tinued his  cure  to  the  point  where  the  disease  was  arrested. 

Mr.   N  regularly  discussed  with  both  the  caseworker  and  the  vocational   counselor  his  plans  for 
the  post-sanatorium  period.     Both  of  them  used  their  specific  professional   tools  to  help  him  arrive 
at  a  practical   goal.     The  vocational   counselor  administered  psychological    tests  and  planned  prevoca- 
tional  activities  which  were  mean i ngf u 1  - - i n  this  case,  an  opportunity  to  work  in  a  dental  laboratory. 
The  caseworker  helped  him  accept  the  limitations  of  his   illness,  was  generally  supportive,  and  helped 
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him  to  deal  with  the  concrete  problems  that  would  face  him  after  discharge.     The  caseworker  and 
counselor  were  in  agreement  about  the  wisdom  of  helping  Mr.   N  accept  a  course  in  dental  mechanics 
rather  than  a  four-year  college  course,  which  would  pose  serious  reality  problems  and  would  probably 
result  in  more  pressure  for   him  than  he  would  be  able  to  bear.     At  the  time  of  his  discharge,  a  co- 
ordinated plan  was  ready.     The  State  Division  of  Vocational   Rehabilitation  sponsored  his  enrollment 
in  a  course  for  medical   assistants   in  a  private  school,  and  the  Department  of  Welfare  assumed  re- 
sponsibility for  basic  maintenance.     The  caseworker  became  related  primarily  to  the  patient's 
emotional  problems  concerning  his   illness  and  assumed  an  integrative  role  during  the  post- 
sanatorium  per  i  od . 

Mr.  N  was  a  bright  young  man  of  2k,  who  had  completed  high  school   and  had 
worked  briefly  in  a  clerical   capacity  before  his  breakdown  with  tuberculosis. 
He  expressed  his  feelings  of  anxiety,    low  self-esteem,  and   loneliness   in  behavior 
characterized  by  compu 1 s i veness ,  aggression,  and  hostility.      It  was  difficult  for 
him  to  make  or  maintain  friendships. 

His  mother  had  had  several   psychotic  episodes,   from  which  she  had  never  fully 
recovered.     She  was  divorced  from  the  father,  who  was  described  as  a  se 1 f -centered  , 
narcissitic  man,  without  any  real    feeling  for  his  children.     Following  the  divorce 
of  the  parents,  Mr.  N  was  shifted  from  one  parent  to  the  other,  and  finally  lived 
alone  in  a  furnished  room.     He  stated  that  there  were  frequently  times  when  he  did 
not  have  enough  to  eat  prior  to  his  illness. 

At  the  time  of  the  caseworker's  first  contact  with  Mr.  N  after  his  discharge 
from  the  sanatorium,   the  latter  was  demanding  and  suspicious,  and  constantly 
threatened  reactivation  of  his   illness   if  his  needs  were  not  met.     After  several 
interviews,   the  caseworker  had  a  conference  with  the  psychiatrist.      It  was  felt 
that  for  this  patient   there  was  some  equation  between  tuberculosis  and  psychosis. 
It  was  agreed  that  the  caseworker's  role  should  be  ego-supportive  and  that  the 
relationship  would  have  to  be  established  and  continued  on  a  positive  basis.  It 
was  recognized  that  his  dependency  needs  were  great  and  that  a  casework  relation- 
ship was  necessary  to  meet  and  work  through  some  of  these. 

At  first    it  was  difficult   for  Mr.   N  to  become   involved   in  the  client-worker 
relationship  because  of  his  feeling  that  no  one  could  care  about  him.     It  was 
serveral  months  before  he  could  agree  to  keep  weekly  appointments.     During  this 
period,   the  worker  did  meet  emergency  financial    requests,   frequently  on  a  loan 
basis,    interpreted  the  patient's  needs  to  the  Department  of  Welfare,  and  helped 
him  to  recognize,  at  least   intellectually,   that  he  had  many  problems  with  which 
he  might  be  helped.      Initially,  he  had  been  doing  only  mediocre  work  at  school, 
which  reflected  no  lack  of  capacity  but  rather  his  compulsive  need  to  do  such 
things  as  copying  his  homework  three  times.     He  was  gradually  able  to  express 
his  deep  feelings  of  loneliness  and  his  fears  about  the  possibility  of  a 
psychotic  episode.     He  was  also  able  to  bring  out  his  resentment  regarding  his 
parents.     For  the  first  time   in  his   life,  he  was  able  to  develop  a  significant, 
meaningful   relationship  and   insight   into  how  some  of  his  feelings  and  attitudes 
affected  his  relationships  with  his  contemporaries. 

At  the  end  of  a  year,  he  was  able  to  say  that  when  he  was  more  conscious  of 
his  behavior,  people  seemed  to  respond  more  positively  to  him.     His  school  work 
improved  markedly,  and  he  began  to  develop  tentative  relationships,  at  first  with 
men  and  then  with  women.     It  was   interesting  that   in  his  first  attempts  at  estab- 
lishing friendships  with  women,   he  chose  older  ones,  which  seemed  to  be  an  expres- 
sion of  his  transference  to  the  worker.     Gradually,   he  was  able  to  move  toward 
relationships  with  girls  of  his  own  age.     There  had  been  a  good  deal   of  discussion 
around  his  various  expressions  of  hostility,  and   it  was  reassuring  to  him  to  have 
the  acceptance  of  the  worker   in  spite  of  this.     He  came  to  recognize  that  his 
earlier  feelings  of  worth  1 essness  were  related  to  his  childhood  experiences  rather 
than  to  an  objective  evaluation  of  himself  as  a  person.     He  gained   insight,  also, 
into  the  fact  that  he  had  previously  used   illness  to  escape  from  life  and,  as  he 
derived  greater  satisfaction  from  living,   he  felt   that  he  would  not  need   to  use 
illness   in  this  way.     He  completed  his  vocational    training,  had  no  difficulty  in 
securing  a  suitable  job  by  himself,  and  seemed  to  be  making  a  satisfactory  social 
adj  ustment . 

I  have  tried  to  demonstrate  the  caseworker's  role  in  rehabilitation,  both  in  those  areas  which 
are  unique  to  casework  and   in  those  which  are  shared  by  other  professional   groups.  Specifically, 
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we  have  seen  the  caseworker  relating  in  a  variety  of  settings  to  the  patient's  concrete,  environmental 
needs  and  to  the  emotional   problems  that  complicate  treatment  and  rehabilitation  of  the  ill  person. 


In  the  face  of  long  waiting  lists,  unmanageable  case  loads,  and  shortages  of  professionally 
trained  personnel,    it   is   imperative  that  we  continue  to  re-evaluate  our  professional   functions  and 
to  avoid  duplication,  expensive  to  the  patient  and  to  the  community.     Specialization  and  highly 
selective  function  alone  cannot  provide  all   the  answers.     There  must  be  creative  collaboration  if 
we  are  to  achieve  the  goals  to  which  we  are  committed. 
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THE  PSYCHOLOGIST   IN  VOCATIONAL 
REHABILITATION 


Salvatore  G.   DiMichael  and 
Donald  H.  Dabelstein 

The  two  great  wars  have  been  followed  by  substantial  advances  in  providing  for  the  welfare  of 
the  nation's  disabled.  The  special  concern  for  the  disabled  in  postwar  periods  may  be  partly  due  to 
an  attempt  to  compensate  in  a  constructive  way  for  the  large  number  of  men  and  women  who  have  been 
returned  from  these  wars  handicapped  and  disabled.  There  has  also  been  a  growing  realization  that 
survival  of  the  nation  in  a  critical  period  depended  to  a  great  extent  upon  the  utilization  of  all 
available  manpower   including  the  civilian  disabled. 

In  general,  vocational    rehabilitation  is  most  frequently   identified  with  the  disabled  veteran. 
Few  psychologists  are  aware  of  the  fact  that  a  publicly  supported  program  for  the  vocational  adjust- 
ment of  the  civilian  disabled  was  established  following  World  War   I   and  that  this  program  has  been 
markedly  expanded  in  size  and  scope  with  the  enactment  of  the  Vocational   Rehabilitation  Amendment 
of  19^3.     The  latter,  known  as  Public  Law  113,  provides  a  complete  program  of  services  for  the 
vocational  adjustment  of  physically  and  mentally  handicapped  persons  of  employable  age. 

The  size  of  the  civilian  disabled  population  exceeds  that  of  the  disabled  veteran.  Current 
estimates   indicate  that  for  every  disabled  soldier,   there  are  approximately  five  disabled  civilians. 
Few  persons  know  that   immediately  prior  to  World  War   II   the  National   Health  Survey  revealed  approxi- 
mately 23  million  persons  handicapped  to  some  extent  by  disease,  accident,  and  other  sources.  Acci- 
dent records,  public  and   industrial,   reveal    that  approximately  350,000  persons  acquire  permanent 
disabilities  each  year, 

A  recent  article  by  Dabelstein   (1)  describes  the  federal -state  program  of  civilian  vocational 
rehabilitation.     He  estimates  that  the  states  can  absorb  2,100  professionally  trained  workers  within 
the  next  few  years.     This  program  requires  by  law  the   inclusion  of  psychological   functions  which 
will  have  to  be  performed  regardless  of  the  availability  of  personnel   trained   in  the  skillful  use 
of  necessary  psychological   techniques.     In  establishing  the  administrative  organization  for  State 
Rehabilitation  programs,   the  Office  of  Vocational  Rehabilitation,  Federal   Security  Agency,  had  to 
take  into  consideration  the  existing  shortage  not  only  of  trained  vocational   counselors  but  of 
qualified  and  interested  psychologists.     The  pattern  of  organization  that  has  been  developed  is 
designed  to  facilitate  utilization  of  highly  qualified  key  personnel   to  direct  and  supervise  the 
performance  of  vocational   rehabilitation  counselors. 

General   Functions  of  the  Psychological 
Consu 1 tant 

The  present  article  is  concerned  with  the  position  and  functions  of  the  psychologist  as  a  con- 
sultant in  the  state  rehabilitation  program.     The  administrative  organization  recommended  to  the 
states  by  the  Office  of  Vocational   Rehabilitation  is  presented   in  Chart  1.'-^    This  organizational 
pattern  can  be  totally  achieved   in  the  larger  rather  than  the  smaller  states.     Several  agencies 
already  have  employed  psychologists  as  consultants  to  function  on  a  state-wide  basis  as  recommended 
in  the  administration  organization.      It   is  anticipated  that  the  number  of  psychologists  employed  in 
this  capacity  will    increase  as  the  states   learn  by  demonstration  of  the  contributions  psychologists 
can  make  to  the  rehabilitation  program.     Many  states  have  employed  vocational   rehabilitation  coun- 
selors with  some  psychological   training.     It  seems  necessary,   too,   that  psychologists  themselves 
become  interested   in  the  program  and  assume  leadership   in  demanding  that  psychological   functions  be 
performed  under  trained  and  qualified  supervision. 

The  term  "consultant"  is  used   in  the  organizational   charts  to  indicate  that  the  position  pro- 
vides technical   advisory  services  to  administrative  and  operating  personnel.     Modern  rehabilitation 
requires  a  large  variety  of  services  that   include  the  application  of  the  most  recent  scientific 
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CHART  I 


POSITION  CHART 
STATE  REHABILITATION  AGENCY 


OFFICE  OF  THE  DIRECTOR 


State  Director 
Statistician 
Accountant 


PHYSICAL  RESTORATION  SECTION 


Medical  Consultant 
Medical  Social  Work  Consult 
Consultant  in  Psychiatry 
Psychiatric  Social  Work  Con 


REHABILITATION  SERVICES  SECTION 


GUIDANCE,  TRAINING  AND 
PLACEMENT  SECTION 


■>uperv  isor 

Psycbolog  ist 
Guidance  Consultant 


DISTRICT  OFFICES 


District  Supervisor 

Asst.    Medical  Consultant 

Asst.   Medical  Social  WorkConsultant 

Sr.    Rehabilitation  Counselor 

Jr.   Rehabilitation  Counselor 


knowledge  and  skill.      It  can  hardly  be  expected  that  the  administrators  of  the  program,  and  particu- 
larly the  counselors  who  deal   directly  with  the  client,  will   be  able  to  keep  abreast  of  the  latest 
developments   in  the  various  specialties,   let  alone  perform  these  specialized  functions  themselves. 
The  general   nature  of  the  position  of  psychological   consultant   is  somewhat   like  that  of  the  medical 
consultant  which  recently  has  been  accepted  as   indispensable  to  the  efficient  administration  of  reha- 
bilitation.    The  position  is  filled  by  an  experienced  doctor.     He  aids  the  staff   in   increasing  their 
understanding  of  physical  disabilities  and  the  significance  of  the  handicaps   in  terms  of  physical 
demands.     He  interprets  the  medical    reports   in  the   light  of  possible  vocational  objectives,  The 
agency  counts  on  him  to  obtain  medical   services  of  high  quality  for  clients,  and  to  provide  techni- 
cal consultative  services  on  the  medical   aspects  of  rehabilitation.     The  psychological  consultant 
carries  out  the  functions   in  his  field   in  the  same  general   relationship  to  the  staff  with  the 
exception  that  he  can  in  selected  cases  work  directly  with  the  client.     The  job  description  recom- 
mended for  the  State's  use   is  prepared  by  the  Federal   Office  of  Vocational   Rehabilitation  as  follows. 


Psycho  I og  i  st 


I.     General   Description  of  the  Duties  and  Responsibilities 

The  Psychologist,  who  works  under  the  Supervisor  of  the  Guidance,  Training  and  Place- 
ment Section,    is  responsible  for  the  development  of  standards,  and  the  stimulation  of  the 
use  and  the  improvement  of  psychological   techniques  and  services  as  a  basis  for  sound 
rehabilitation  planning. 

This  position   involves  State-wide   responsibility  as  a  consultant   in   respect   to  the 
planning  and  developing  of  sound  psychological  services. 
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II.     Examples  of  Work  Performed 


Develops  standards  for  psychological   services   including  the  various  types  of  scientific 
measurements  and  techniques  as  aids   in  social,  personal,  and  vocational  adjustment;  evalu- 
ates such  services  considered  for  purchase  and  those  provided  within  the  agency. 

Under  the  direction  of  the  Supervisor  of  the  Guidance,  Training  and  Placement  Section 
develops  plans  and  methods  for  training  personnel    in  the  selection,  administration,  and 
interpretation  of  psychological   tests  and  measurements;   reviews  cases  to  ascertain  selec- 
tion of  tests,    interpretation  of  results,  and  whether  data  has  been  properly  used; 
encourages  the  use  of  objective  methods  of  evaluation  of  mental   abilities,  general  back- 
ground, special   aptitudes,  skills,  and  personality  traits;  by  discussion  of  personality 
inventories  and  other  psychological  methods  of  studying  personality  traits  and  problems, 
aids  the  staff   in  gaining  a  broader  understanding  of  human  behavior  and  methods  of  dealing 
with  cases  of  maladjustment;   interprets  to  outside  agencies  providing  psychological  serv- 
ices the  quality,  content  and  scope  of  such  services   in  general   and   in  respect  to  specific 
cases;  consults  with  specialists  and  operating  personnel    in  respect  to  those  cases  which 
present  the  more  difficult  problems  of  adjustment. 

Cooperates  with  other  consultants   in  the  development  of   interviewing  aids,  the 
improved  use  of  school  and  employment  records,  social   and  personal  histories,  and  other 
data  necessary  for  an  adequate  understanding  of  the  individual. 

Studies  the  need  for,  and  develops,   tests  and  work  samples  for  use  with  persons  who 
have  certain  specific  types  of  disabilities,  such  as  the  blind,  cerebral   palsy  cases,  the 
deaf  and  the  hard  of  hearing. 

In  some  situations,  administers  tests,    interprets  the  findings  and  provides  other 
psychological   services  which  contribute  to  the  personal,  social,  and  vocational  adjust- 
ment of  individuals. 

Primarily  the  position  of  psychological   consultant  requires  an   individual  who  can  train  the 
vocational   rehabilitation  counselors   in  the  psychological   principles  and  techniques  of  guidance  and 
vocational  adjustment.     All   the  methods  of   in-service  training  should  be  employed  such  as  case  con- 
ferences, staff  meetings,   lectures,    individual   conferences,  case  reviews,  formal   reports,  and  co- 
operative research.     A  large  proportion  of  vocational   counselors  who  must  be  employed  at  the  present 
time  are  not  prepared  to  carry  out  efficiently  the  complex  duties  of  the  position  partly  because 
university  centers  on  the  whole  have  not  turned  their  efforts  to  the  training  of  guidance  personnel 
for  vocational   rehabilitation.     Counselors  exhibit   ineffective  skills   in  the  application  of  psycho- 
logical principles  and  techniques,  an  essential   function  of  their  work.     These  deficiences  must  be 
made  up  even  while  the  counselor   is  carrying  his  case  load.     He  must  acquire  a  background   in  the 
dynamics  of  human  behavior,  a  knowledge  that   is  obtained  partly  in  such  courses  as   Individual  Dif- 
ferences, Personality  of  Adjustment,  Abnormal   Psychology,  Mental  Hygiene,  Psychology  of  Motivation 
and  Learning,  and  partly   in  supervised  clinical  work.     He  needs  to  develop  skills  using  psychothera- 
peutic methods  of  dealing  with  the  minor  emotional  maladjustments  of  normal    individuals.     He  must  be 
able  to  detect  mental   and  emotional   conditions  that  should  be  referred  to  specialists   in  clinical 
psychology  and  psychiatry. 

Moreover,   the  counselor  has   to  be  assisted   in  his  attempts  to  assess  the  personality  of  clients. 
He  has  to  learn  about  the  predictive  value  of  ratings^  of  school   grades,  and  the  best  kinds  of 
objective  and  subjective  reports.     Understanding  the  client's  potentialities  and  abilities  has  to  be 
conceived  within  the  total   picture  of  his  personality,  with  the  psychological    test  results  yielding 
a  partial  but  important  source  of  evidence. 

Within  the  field  of  measurements  of  aptitudes  and  abilities,   some  counselors  are   in  need  of  an 
explanation,  or  a  review,  of  the  principles  of  testing.     The   interpretation  of  test  results  when 
made  by  the  psychologist  oftentimes  prompts  questions  that  can  be  answered  satisfactorily  only  when 
the  counselor  comprehends  the  fundamental   assumptions  of  different  types  of  tests.     The  reports  and 
recommendations  of  the  psychologist  and  other  specialists  must  be  reinterpreted   in  terms  of  the 
realistic  conditions  of  treatment,   training,  and  placement   in  the  community.     Such  a  flexible  use 
of  the  specialists'   reports  requires  a  high  degree  of  understanding  on  the  part  of  the  counselor. 

Within  the  rehabilitation  agency,  daily  testing  of  aptitudes  and  abilities  may  be  carried  out 
either  by  the  counselors  or  by  psychometr i sts  ,   the  latter  being  employed   in  the  larger   local  offices. 
The  counselor  who  works  on  an   itinerant  basis   in  rural   areas  must  either  administer  standard  tests 
himself  or  rely  upon  less  reliable  data.     Training  counselors  to  administer  selected  tests  will  make 
demands  upon  the  time  of  the  psychological  consultant. 
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Where  psychometric  services  cannot  be  provided  by  the  agency,   the  consultant  should  make 
arrangements,  with  the  approval   of   the  administrator,   for  their  purchase  from  outside  sources.  This 
responsibility  requires  first  of  all    the  establishment  of  criteria  to  assure  the  purchase  of  psycho- 
logical  services  only  from  competent  sources.     Drawing  up  the  standards  and  the  consequent  selection 
of  professional  agencies  that  meet  the  criteria  should  preferably  be  performed  with  the  assistance 
and  approval  of  a  committee  of  recognized  leaders   in  psychology  in  the  state.     Then  a  workable  pro- 
cedure for  referring  clients  has  to  be  framed.      It  should   insure  that  the  outside  psychologist  is 
furnished  with  pertinent  background   information  about  the  client,   that  the  functions  and  purposes  of 
the  agency  are  understood,   that  the  problems  of  the  client  are  described,  and  that  the  desired  kind 
of  report   is   indicated.     The  consultant  should  check  from  time  to  time  to  ascertain  that  the  proce- 
dure  is  working  smoothly.     It   is   important  that  he  help  the  counselor   interpret  the  findings  to  the 
fullest  advantage  of  the  client. 

Psychologists  who  specialize   in  such  fields  as  personality  maladjustments,  speech  pathology, 
reading  disabilities,   as  well   as  measurements,  may  be  engaged  to  render  their  services  to  clients 
of  the  rehabilitation  agency  on  a  per  case  basis.     Here,   too,   the  reports  may  need  to  be  interpreted 
to  the  counselor  and  casework  supervisor. 

The  psychological   consultant  may  also  be  called  upon  as  a  clinician  to  handle  difficult  cases 
where  he  can  be  of  assistance.     This  will   bring  him  in   intimate  contact  with  actual   casework,  enable 
him  to  try  out   the  best  techniques  available,   and  provide  opportunities   to  exercise   ingenuity  in 
meeting  problems  which   in  a  rehabilitation  setting  sometimes   include  a  variety  and  complexity  of 
problems  not  encountered   in  other  programs. 

As  written   in  the  job  descriptions,    the  functions  of  the  vocational   guidance  consultant  and  the 
psychological   consultant  overlap  to  some  extent.     Both  are  concerned  with  the  diagnosis  of  the  indi- 
vidual's aptitudes  and  abilities  although   the  psychologist  should  be  an  authority  on  all   phases  of 
testing;  both  are  concerned  with  counseling  methods,  with  an  understanding  of  the   individual   by  the 
casework  technique.     However,   the  psychological   consultant  probably  will  make  his  greatest  contribu- 
tions to  the  counseling  staff   in  the  fields  of  measurements,   techniques  of  the  counseling  interview, 
personality  appraisal,  and  research,     The  vocational   guidance  consultant,  on  the  other  hand,  will 
probably  specialize   in  over-all   plans  of  training  the.  counseling  staff,    in  the  evaluation  of  availa- 
ble training  facilities,    in  furnishing  occupational    information,   and   in  developing  opportunities  in 
local  employment. 

Psychologist's  Major  Contributions 

In  the  field  of  measurements.      In  this  position,   the  psychologist  has  to  possess  a  wide  knowl- 
edge and  experience  with  tests  and  measurements.     The  program  includes  all    the  disabled  groups.  He 
must  know  the  tests  appropriate  for  the  blind,   the  deaf,  and  amputees,   the  cerebral   palsy,  and  the 
mentally   ill.     Within  the  boundaries  of  a  single  state  he  may  be  called  upon  to  assess  clients  from 
varied  cultural   backgrounds,  and  possessing  abilities  ranging  from  the  unskilled  to  professional 
level   of  jobs.     Counselors  may  at  any  time   inquire  about  suitable  vocational    tests  for  any  adult. 

The  psychologist  must  also  be  prepared  to  instruct  other  members  of  his  profession  in  the  use 
of  new  or  modified  tests  devised  for  handicapped  groups.     At  present,   for  example,   a  large  number  of 
psychologists  are  not  acquainted  with  the  latest  advances   in  the  vocational    testing  of  the  blind. 
Special   training  and  specific   information  must  be  imparted  by  the  psychological   consultant  of  the 
agency  to  interested  members  of  the  profession  before  clients  can  be  referred. 

The  counselor  oftentimes  does  his  work  on  an   itinerant  basis   in  rural   areas  where  no  psycho- 
logical   facilities  may  exist.     Here  he  must  either  give  the   tests  himself,   or   resort   to  subjective 
impressions.     Some  selected  tests  can  be  administered  by  counselors  who  can   learn  to  fit   the  test 
scores    into  the  total   picture  of  the   individual.      In  view  of   the  necessity,   at   times,   of  doing  his 
own  testing,   the  counselor  should  be  coached   in  the  theory  of  measurement,  and  the  administration 
and   interpretation  of  selected  tests.     There  are  numerous  ways  of  determining  that  the  counselor  is 
making   intelligent  use  of  tests.     Perhaps  the  most  practical  method  will   be  through  the  review  of 
cases    in  process  or   recently  closed,   and  by  participation   in  case  conferences  when  the  problems  of 
particular  clients  are  brought  up  for  staff  consideration. 

In  the  expanded  rehabilitation  program,  mental    illness  and  deficiency   is  regarded  as  a  disability 
that  may  make  the   individual   eligible  for  the  agency's  services.     The  judgment  of  the  psychiatrist  is 
required  to  establish  that   the  applicant  has  an  emotional   handicap,   and   it   is  expected  that   the  judg- 
ment of   the  psychologist  will   play  an  equal    role   in  establishing  mental   deficiency.     Such  a  determina- 
tion cannot  fail   to  take   into  account  the  objective  results  of   intelligence  tests  and  their 
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interpretation  by  the  psychologist.     Porteus   infers  this   in  his  definition:     "Mental   defect   is  recog- 
nized social    inadequacy  dependent  upon  low  mental   capacity  as  demonstrated  by  standard  mental  tests" 
(3,  p.   2^6).     Furthermore,  careful   testing  is  needed  on  such  persons  to  discover  the  special  aptitudes 
that  may  be  profitably  developed  and  to  assist   in  determining  whether  they  can  make  a  social  contri- 
bution. 

I n  the  field  of  interviewing.     When  the  counselor   is  given  a  view  of  the  modern  principles  and 
methods  of  interviewing,  he  makes  rapid  strides   in  overcoming  his  shortcomings   in  this  skill.  In 
very  few  universities   is  such  training  given,  and  the  counselor  usually  comes  to  the  Job  with  limited 
knowledge  and  experience.     A  guidance  interview  is  currently  conceived  as  an   integrated  series  of 
sessions  where  the  client   is  to  be  assisted   in  arriving  at  his  own  intelligent  decisions,  and  through 
which  he  should  be  helped  to  achieve  more  mature  adjustment.     Without  expert  help,   the  new  counselor 
has  to  resort  to  trial  and  error  methods   if  he  conscientiously  attempts  to  apply  the  principles  of 
modern  guidance  to  the  counseling  interview. 

Satisfactory  results  have  been  secured  through  the  use  of  actual   recorded  interviews  as  an 
instructional  device.      In  a  large  number  of   institutes  conducted  for  the  rehabilitation  counselors 
in  all  parts  of  the  country  by  the  training  staff  of  the  Office  of  Vocational   Rehabilitation,  the 
playback  of  recorded  counseling  interviews  proved  particularly  helpful    in  making  the  listeners  more 
sensitive  to  the  subtle  aspects  of  interviewing. 

Counselors  need  a  fair  amount  of  explanation  on  the  different  types  of   interviewing  "schools" 
now  appearing   in  the  literature,  before  professional    reading  can  be  meaningful,  and  before  they  can 
assimilate  to  their   individual   advantage  the  best   ideas  these  "schools"  have  to  offer. 

I n  the  field  of  persona  1 i  ty  ana  lysis.     According  to  observations  based  upon  the  inspection  of 
case  folders   in  a  fairly  wide  number  of  guidance  agencies,  a  common  serious  weakness   is  the  inability 
to  analyze  the  effectiveness  of  the  client's  personality  traits   in  a  vocational   setting.     The  litera- 
ture can  be  highly  perplexing  to  anyone  looking  for  a  "system"  of  analyzing  personality,  or  can  send 
off  the  deep  end  the  counselor  who  fits  all  people  to  his  pet  theory.     Nevertheless,  a  deeper  under- 
standing of  human  nature  can  be  acquired  by  a  mature,    intelligent  counselor  with  a  background  of 
fundamentals  in  the  psychology  of  dynamic  behavior.     Experience  in  dealing  with  people  from  different 
walks  of  life  can  be  highly  stimulating  and   instructive  opportunity  to  some,  but  unless  the  counselor 
is  trained  to  assume  a  cautious  experimental  and  objective  attitude,   the  pitfalls  are  many.     Here  is 
another  important  field  of  training  in  which  the  Psychological   Consultant  can  make  a  significant 
contribution. 

It  is  a  commonplace  conviction  that  vocational   adjustment   involves  suiting  the  temperamental  and 
emotional   traits  of  the  individual   to  the  personality  demands  of  the  job.     However,   this  phase  is 
only  superficially  dealt  with   in  vocational   counseling.     As  a  result,  necessary  strain   is  placed  upon 
a  human  nature  which  fortunately  is  highly  adaptable.     Much  emotional  wear  and  tear  could  be  spared 
the  individual  by  furnishing  the  counselor  with  better  training   in  the  area  of  understanding  the 
mechanisms  of  human  adjustments. 

The  psychologist  has  opportunities  to  stimulate  concrete  appreciations  of  the  principle  that 
behavior  is  caused  by  motives,  desires,  and  drives,  which  need  some  mode  of  expression.  Professional 
counseling  as  distinguished  from  an   information  or  "advice"  service,  must  be  based  upon  a  deep  under- 
standing of  the  personality;   this   is  true  of  vocational   no  less  than  of  other  forms  of  counseling. 

In  conducting  research.     Vocational    rehabilitation  is  primarily  a  service  program,  but  the  staff 
must  encourage  and  conduct  research.     Problems   in  the  field  of  guidance  arise  every  day,  and  the 
psychologist  who  is  research  minded  will   be  able  to  choose  areas  for   intense  study  from  a  plethora 
of  problems  of  practical   and  theoretical   significance.     For  example,  a  handicapped  group  such  as  the 
totally  blind  are  in  serious  need  of  adequately  standardized  and  validated  aptitude  tests.  Similar 
projects  could  be  carried  out  for  other  handicapped  groups.     There  would  be  opportunities  to  conduct 
research   in  the  improvement  of  the  techniques  of  the  counseling   interview.     This  effort  would  have 
practical  value,  for  the  staff  could  profit  from  the  se 1 f -ana  1 ys i s   in  connection  with  the  controlled 
investigation.     One  field  that  has  barely  been  touched   is  the  study  of  the  personal   and  social  prob- 
lems accompanying  various  kinds  of  disabilities.     Furthermore,   the  over-all   effectiveness  of  the 
rehabilitation  program  should  be  evaluated  from  time  to  time,  particularly   in  terms  of  satisfactory 
vocational  adjustment. 

In  these  studies  and  many  others  suggested  by  circumstances,   the  psychologist's  knowledge  of 
experimental  methodology,  statistical  analysis,  and  techniques  of  objective  research  can  be  placed 
at  the  disposal  of  the  entire  administrative  and  professional  staff. 
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Publ i  c  Rel at  ions 


The  psychological   services  needed   in  vocational    rehabilitation  are  not  unique,  but  they  require 
a  different  orientation  consistent  with  the  purposes  of  the  program.     When  outside  psychologists  are 
engaged,  their  contributions  can  be  made  more  valuable  if  oriented  to  appropriate  goals.     Such  a 
public  relations'  function  falls  to  the  agency  psychologist.     He  must  inform  the  profession  of  the 
purposes  of  the  agency  and  explain  concrete  ways  of  adapting  the  reports  to  the  aims  of  rehabilita- 
tion.    Counselors  make  the  common  error  of  sending  the  client  to  the  psychologist  without  any  back- 
ground history  as  to  education,  training,  ambitions,  disability,  and  the  counselor's  observations. 
Some  psychologists  have  had  to  resort  to  a  brief  interview  with  the  Individual,  uncovering  data  which 
the  counselor  already  has  in  more  extensive  form.     The  reports  made  by  psychologists  vary  from  techni- 
cal  statements  of  a  highly  general   nature  to  a  very  specific  recommendation  as  to  the  suitable  occupa- 
tion for  the  individual   to  follow.     The  report  must  be  realistic  otherwise  the  counselor  will  have 
little  patience  with  it.     Psychologists  whose  services  are  purchased  on  a  per  case  basis  would  do 
well   to  invite  the  counselor  to  review  the  findings  together. 

A  program  of  this  kind  must  regard  the  task  of   informing  the  public  of   its  existence  and  func- 
tions as  vital.     The  psychologist  will   be  expected  to  contribute  his  share  in  promoting  public 
relations.     Addresses  and  talks  need  to  be  made  and  meetings  must  be  attended.     The  psychologist 
representing  the  agency  must  be  acceptable  to  different  groups   in  the  community,    including  the 
psychol og i  sts . 

Public  Law  113,   78th  Congress,  clearly   implies  that  vocational   diagnosis,  counseling,  and  guid- 
ance will   be  the  mainstay,   the  "core"  of  the  program.     Accordingly,   the  law  provides  for  reimburse- 
ments of  the  salaries  paid  to  the  state  personnel  engaged  for  these  activities.     Included  among  these 
positions  are  counselors,  supervisors  of  case  services,  supervisors  of  vocational   guidance,  psycho- 
metrists,  and  psychological   consultants.      If  the  state  rehabilitation  agency  secures  psychological 
services  from  outside  sources  as  a  part  of  vocational   diagnosis,   these  expenditures  are  charged  in 
full  against  Federal   appropriations  granted  to  the  states. 


University  Training  to  Meet 
the  Need 

It   is  well   to  note  that  the  above  description  of  some  of  psychology's  contributions  to  vocational 
rehabilitation  should  be  related  to  the  current  training  programs   in  our  universities.  Wherever 
efforts  are  being  made  to  revise  and   improve  the  training  of  psychologists,  or  the  training  of  person- 
nel  for  vocations  that  will   use  psychology,  provisions  should  be  made  for  the  preparation  of  profes- 
sional people  in  vocational   rehabilitation.     The  university  authorities  may  even  arrange  with  the 
state  directors  of  rehabilitation  to  set  up   internships  or  externships  under  adequate  supervision. 
Psychologists  should  be  ready  to  function  effectively  in  specialized  positions  such  as  those  described 
in  this  article. 

Psychological   training  must  also  form  a  part  of  the  preparation  of  the  estimated  2,100  counselors 
that  will   be  needed  by  the  state  rehabilitation  agencies.     Elliott   (2)  sought  to  bring  the  attention 
of  psychologists  to  the  opportunities  open  to  them  in  the  capacity  of  rehabilitation  counselor.  If 
the  psychological   curriculum  of  many  universities   is  augmented  by  special  courses  together  with 
supervised  field  work,   the  student  should  be  adequately  prepared  to  carry  out  the  duties  of  the 
position  of  counselor   in  rehabilitation.     The  contributions  which  the  psychological   profession  makes 
to  vocational    rehabilitation,  and  to  social,  personal,  and  vocational   adjustment,  depends  upon  the 
effectiveness  of  the  current  training  efforts  of  the  psychology  departments   in  our  universities. 
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CLINICAL  PSYCHOLOGY   IN  THE  REHABILITATION  PROCESS 


James  F.  Garrett  and  Julian  S.  Myers 


The  prevailing  tendency  to  emphasize  the  work  of  the  clinical  psychologist  in  mental  hospitals 
has  resulted   in  neglecting  the  development  of  other   important  areas  where  his  services  are  needed 
and  where  he  has  much  to  offer.     This  has  been  recognized  by  the  American  Psychological  Association's 
Committee  on  Training  in  Clinical  Psychology.     In  an  article  devoted  to  "Doctoral  Training  Programs 
in  Clinical  Psychology"  appears  this  statement: 

in  some  respects  there  is  a  rather  narrow  orientation  as  to  the  scope  of  clinical 
psychology.     The  prevalent  conception  of  the  needs  and  practices  of  clinical  psy- 
chology as  more  or  less  limited  to  psychiatric  hospitals  and  clinics  dealing  with 
psychotic,  neurotic,  and  seriously  disturbed  pat i ents ...  needs  modification.... 
Much  consideration  of  society's  needs  and  the  fields   in  which  the  most  construc- 
tive use  of  the  clinical   psychologist's  knowledge  and  skills  can  be  made,  is 
cal led  for  (1 ) . 


Undoubtedly,  the  Committee  has  expressed  the  views  of  many  psychologists  with  divergent  interests 
whose  work  belongs   in  the  field  of  clinical  psychology. 

There  is,  however,  a  relatively  new  field   in  which  the  role  of  the  clinical  psychologist  is 
gradually  taking  shape.     While  still    in  the  realm  of  medicine,    its  emphasis   is  not  on  the  diagnosis 
and  treatment  of  mental   pathology,  but  rather  on  the  over-all   re-education  and  retraining  of  the 
individual.     Reference  is  made  to  the  field  of  rehabilitation,  particularly  as  practiced  in  a 
physical  medicine  rehabilitation  center. 

Rehabilitation  as  used  here  has  been  defined  as  "the  restoration  of  the  handicapped  to  the 
fullest  physical,  mental,  social,  vocational,  and  economic  usefulness  of  which  they  are  capable." 
Physical  medicine  is  the  diagnosis  and  treatment  of  disease  by  physical  means.     It  may  be  used  in 
the  treatment  of  the  mental   patient  as  well  as  the  patient  with  a  physical   handicap.     The  relation- 
ship between  physical  medicine  and  psychiatry  has  been  emphasized  by  Knudson  and  Davis: 

Physical  medicine  as  a  specialty   is  so  closely  associated  with  psychiatry  in  the 
rehabilitation  and  restoration  of  mental   patients  that  their  objectives  are  almost 
synonymous.     Physical  medicine,   like  psychiatry,    is  a  social   as  well   as  a  medicial 
science  concerned  with  the  patient's  recovery,   then  his  adjustment  to  family  and 
community,  and  finally  his  economic   independence  (3). 

Two  implications  stand  out.     The  first   is  the  recognition  of  the  importance  of  nonmedical 
factors.    The  second  is  that  this  concept  of  rehabilitation  automatically  requires  a  team  approach. 
As  far  as  the  psychologist  is  concerned,   it  means  that  he  will  function  as  a  specialist  in  his  area 
while  actively  co-operating  with  other  members  of  the  staff.     Mental   pathology  is  not  neglected,  but 
rather  forms  one  aspect  of  the  psychologist's  work  in  this  field. 

Rehabilitation  centers  vary  greatly  in  their  aims,  methods,   staff,  and  physical   equipment.  The 
program  that  is  practiced  at  the  Institute  of  Physical  Medicine  and  Rehabilitation  of  the  New  York 
University-Bel levue  Medical   Center  aims  to  fulfill   the  goals  of  rehabilitation  as  defined  above,  and 
as  a  result   is  widely  comprehensive.     It   is  patterned  on  the  plan  drawn  up  by  the  Baruch  Committee 
on  Physical  Medicine   (2).     This  Committee  designed  the  plan  to  fit  the  needs  of  the  average  American 
communi  ty . 

The  Baruch  Report  provides  for  separate  units   in  clinical   psychology  and  vocational  guidance. 
However,  the  functions  of  the  two  sections  overlap  considerably,  and  for  reasons  of  practicality  and 
convenience  it  has  been  found  desirable  at  the   Institute  to  combine  them  into  the  Psycho-Social  and 
Vocational   Service.     This  means  that  the  clinical   psychologist  also  does  vocational  guidance. 
Specific  training  and  experience  in  vocational  and  educational   guidance  are  requisite  under  these 
circumstances.     While  this  method   involves  additional   preparation  for  the  clinician,    it   is  advanta- 
geous in  that  the  worker  gets  to  know  the  patient  and  his  problems  much  better,  and  duplication  of 
work  is  avoided. 


Reprinted  from  the  Journal  of  Rehabilitation,  1951,  17(2),  3-7  with  the  permission  of  the 
authors  and  publisher. 

'Definition  adopted  by  the  National   Council   on  Rehabilitation,  August   1 9^+3 - 
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It  has  been  the   Institute's  experience  that  while  the  disabilities  treated  are  primarily  physi- 
cal   in  nature,   the  entire  gamut  of  mental   pathology,   ranging  from  mild  to  severe,    is  encountered. 
The  personality  of  the  patient   is  modified  by  the  effects  of  the  disability.     The  resultant  dynamics 
determine  the  individual's  attitude  toward  rehabilitation  and  thus  affect  the  degree  of  success  he 
will   achieve   in  the  rehabilitation  process.      It  follows,   therefore,   that  a  knowledge  of  the  dynamics 
involved   is  desirable  in  treating  the  patient  and   in  planning  the  program. 

Disability  and  Adjustment 

For  the  purpose  of  analysis,    it   is  convenient  to  think  of  the  psychological   factors   in  physical 
d  i  sab  i 1  i  ty  as  f ol 1 ows : 

1 .  The  persona  1  i  ty  of  the   i  nd  i  v  i  dua  1   as   i t  ex  i  sted  prior  to  the  d  i  sab  i 1  i ty .      In  some  cases 
this  may  be  related  to  the  etiology  of  the  disease.     The   individual's  reaction  to  his  disability  is 
based  on  this  factor.     The  personality  of  the   individual   following  the  disability,  even  where  organic 
factors  are  involved,  can  only  be  a  modification  of  this  earlier  pattern. 

2.  Adjustment  mechan  i  sms  wh  i  ch  the  j nd  i  v  i dua 1   adopts  as  a  resu 1 t  of  the  disability.     As  indi- 
cated above,   these  will   undoubtedly  be  determined  by  the  pred i sab i I  i ty  dynamics.     However,  latent 
tendencies  which  did  not  show  up  formerly  may  become  overt  as  a   result  of   increased  tension.  The 
traumatic  neurosis  following   injury  or  shock  may  well   be  an  example  of  this. 

Behavior  which  results  from  secondary  gains   is  relatively  common.     Financial   compensation  which 
provides  fleeting  security  produces  some  paradoxical    results   in  the  attitudes  and  motivation  of  many 
patients.     Hysterical   elements  are  often  found  to  be  superimposed  upon  actual   physical  disability, 
with  the  line  of  demarcation  extremely  difficult  to  locate.     Defense  by  withdrawal,  by  dependency, 
and  by  aggression  is  common  among  the  physically  impaired. 

3 .  Psycho  1 og  i  ca I    factors  wh  i  ch  resu 1 t  f  rom  1 es  i  ons  of  the  bra  i  n .     It   is  generally  recognized 
now  that  no  two  individuals  will    react   in   identical  ways  to  similar  lesions.     The  differences  must 
be  attributed,  at   least   in  part,   to  the  original   capacities  of  the   individual.     Since  physical 
rehabilitation   is  primarily  a  learning  process,    it   is  essential    to  know  what  capacities  the  individ- 
ual has  to  work  with.     Therefore,  when  working  with  the  brain-damaged  and  with  the  aged,  particular 
attention  must  be  paid  to  evaluating  such  factors  as   loss  of  memory,   disorientation,  confusion,  in- 
ability to  think   in  abstractions,   aphasic  disturbances,   and   impaired  sensorium   in  general. 

It  has  been  the   Institute's  experience,   then,   that  these  three  categories  are   interrelated  and 
interacting.     In  actual   practice,    it  may  not  be  possible  to  separate  one  from  the  other.  However, 
the  total   picture   is  of  utmost   importance.     At  this  stage  of  development,    it   is  difficult  to  estab- 
lish specific  relationships  between  disability  and  adjustment,    if   indeed  such  relationships  exist. 
Further  development   in  the  knowledge  of  these  dynamics  waits  upon  competent  research.     There   is  a 
fruitful   field  here  for  the  clinical  psychologist. 

Looking  Forward 

In  the  psychological   evaluation  of  the  patient,   three  factors  appear  to  have  prognostic  value, 
namely  mot  i  vat  i  on ,  adj  ustment ,  and   i  nte 1 1 i  gence .     Motivation  and  adjustment  are  so  closely  related 
that   they  are  virtually  inseparable. 

Motivation  refers   to  the  physical,   social,   and  economic  goals  which  the   individual   sets  for 
himself.     The  patient  who  for  one  reason  or  another  has  no  goals  has  no  reason  to   improve  himself. 
He  who  sets  his  sights   too  high  or  whose  ambitions  are  unrealistic  must  eventually  come  down  to 
earth   if  any  degree  of  successful    rehabilitation   is  to  be  realized.     This  process   is  all   too  often 
accompanied  by  depression  and  apathy.      If  the   individual   cannot  be  brought  to  face  reality  and  to 
woi'k  within  his   limitations,    there   is   little  chance  for  his  success. 

Adjustment   in  physical   disability  may  be  considered  the   resultant  of  the  three  psychological 
factors  discussed  above--i.e.,  personality  as   it  existed  before  the  disability,  adjustment  mechanisms 
adopted  because  of  the  disability,  and  the  effect  of  brain  lesions,  when  present.     Good  adjustment  is 
the  catalytic  agent  which  permits  the  efficient  translation  of  motivation   into  action.     Poor  adjust- 
ment does  not  permit  the  process  to  get  under  way.     For  example,   the   individual  with  abnormal  body 
concern  may  magnify  the  extent  of  his  disability  to  the  point  where  he   is  unable  to  picture  himself 
as  rehabilitated.     The  better  adjusted   individual  will    look  forward  to  the  things  he  will   be  able  to 
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do,  rather  than  worry  about  the  things  he  cannot  do.  It  may  be  expected,  therefore,  that  changes  in 
adjustment  will  have  to  precede  the  other  aspects  of  the  rehabilitation  process  in  some  cases. 


It  has  been  pointed  out  that  rehabilitation  is  largely  a  matter  of  re-education  and  training  in 
skills.    Therefore,  ability  to  learn  is  a  prerequisite.     Past  experience  indicates  that  high  intel- 
ligence is  not  necessarily  positively  correlated  with  successful   rehabilitation,  but  that  where 
learning  ability  falls  below  a  certain  minimum,   little  can  be  accomplished. 

The  work  of  the  psychologist  at  the  Institute  consists  of:     (1)  a  routine  procedure  which  is 
carried  through  initially  for  all  patients,   (2)  a  more  individualized  procedure  which  is  dictated 
by  the  specific  disability  of  the  patient  and  his  particular  problems  as  they  are  revealed  by  the 
screening  process  or  show  up  during  the  course  of  treatment,   (3)  general  professional  work  which  is 
not  directly  related  to  the  treatment  of  patients. 

Routine  Procedures 

Routine  procedures  consist  of  the  following  activities: 

1.  With  few  exceptions  all  patients  are  seen  for  preliminary  psychological  screening.  The 
patient  is  first  interviewed  to  obtain  personal  data,  family  background,  educational  and  vocational 
history,  and  his  attitude  toward  the  disability  and  toward  re-employment.     Medical  history  and  diag- 
nosis are  obtained  from  the  physician's  report.     Additional  case  history  material   is  contributed  by 
the  social  worker.     Finally,  a  short  battery  of  psychological   tests  is  administered. 

All  this  material  is  then  collated  to  evaluate  the  basic  triad  of  motivation,  adjustment,  and 
intelligence.  Further  treatment  of  the  patient  is  based  on  these  findings  and  on  any  deficiencies 
which  are  noted. 

2.  At  semiweekly  evaluation  meetings  each  new  admission  is  presented  to  the  entire  staff  for 
discussion  and  the  preparation  of  a  program.     Here  the  psychological   findings  are  reported  and 
recommendations  are  made  for  the  handling  and  training  of  the  patient,  based  on  the  data  obtained. 
The  staff  consists  of  physicians,  physical  therapists,  occupational   therapists,  speech  therapists, 
social  workers,  recreational  workers,  and  other  technicians.     The  usual   technical   report  of  the 
psychologist  may  not  be  suited  to  the  background  of  these  individuals.     It  is  therefore  necessary 
to  word  the  report  in  terms  which  this  professional  population  can  understand  and  to  make  recom- 
mendations which  are  fairly  concrete  in  nature:     "This  individual  will   learn  better  by  demonstration,' 
or  "This  individual  will  perform  better  in  a  group,"  or  "This  patient  will   require  constant  repeti- 
tion before  learning  takes  place."    At  these  meetings,  reports  of  other  staff  members  are  presented, 
and  indications  for  additional   testing  or  for  personal   counseling  are  obtained. 

3.  As  stated  above,  the  patients  treated  at  the   Institute  are  those  whose  disability  is  pri- 
marily physical    in  nature;  those  with  a  disability  which   is  primarily  psychiatric  are  referred  to 
other  appropriate  agencies.     Although  the  Institute  has  a  full-time  psychiatrist  on  its  staff,  many 
rehabilitation  centers  will  find  it  most  practical  and  economical   to  have  the  psychiatrist  function 
chiefly  as  a  consultant.     This  would  mean  that  the  psychologist  is  charged  with  the  referral  of 
patients  for  psychiatric  diagnosis  or  treatment  when  indicated.      In  either  case,    it   is  desirable  for 
complete  psychological   reports  on  all  patients  to  be  sent  to  the  psychiatrist  for  his  use  in  treat- 
ment and  research. 

k.  Where  speech  pathology  is  uncovered,  referrals  are  made  to  the  speech  therapist.  Family  and 
social  problems  are  referred  to  the  social  worker.  In  some  cases,  two  or  more  members  of  the  Psycho- 
Social  and  Vocational   Department  may  co-ordinate  their  efforts   in  working  with  the  same  patient. 

5.  Patients  who  have  not  accepted  their  disability  are  seen  for  personal   counseling.     This  is 
generally  supportive  in  nature  and  aims  toward  acceptance  of  the  disability  by  the  patient,  though 
the  particular  technique  will   depend  on  the  training  and  background  of  the  clinician. 

6.  Periodic  interviews  are  held  with  the  patient  to  evaluate  his  progress  and  to  deal  with  any 
psychological   problems  that  may  arise  during  the  course  of  treatment. 

Individual  Procedures 

Individual   procedures  fall    into  the  following  categories: 
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1.  Intensive  diagnostic  testing,  when  this   is   indicated  by  the  results  of  the  screening  process 
or  when  requested  by  the  physician  or  other  staff  members  who  feel   that  psychological   factors  are 
inhibiting  the  patient's  progress. 

2.  In  cases  where  organic  brain  damage  may  be  present,   such  as  hemiplegia,  multiple  sclerosis, 
and  trauma,  and   in  the  aged  patient,  where  arteriosclerotic  processes  may  have  set   in,  additional 
testing   is  performed  to  evaluate  pathology.     Where  pathology   is   indicated  and   it   is  felt  that  the 
patient  will   benefit  from  retraining  a  program  is  planned   in  co-operation  with  other  staff  members. 

3.  When  the   initial    interview   indicates  that  a  vocational   problem  exists,  a  battery  of  aptitude 
tests  may  be  administered   if  needed.     Recommendations  are  made  to  the  Occupational  Therapy  section 
for  prevocat i ona 1   tryouts  and  training.      It  has  been  found  that  occupational   therapy  is  a  valuable 
adjunct  to  the  counseling  procedure   in  that   it  supplements  tests  for  the  disabled   in  indicating  how 
an   individual   compensates  for  his  disability.      In  addition  to  giving  a  measure  of  work  tolerance  it 
provides   important   information  on  other  matters,  such  as  work  habits,  ability  to  use  tools,  and  the 
patient's   reactions   to  working   in  a  social  situation. 

k.     Based  on  all    the  material   obtained,  vocational   counseling   is  carried  on  with  the  patient, 
and  eventually  an  objective   is  selected. 

5.  Individuals  who  are  capable  of  working  without  additional    training  are  referred  to  the  JOB 
(Just-One-Break)  Committee.     This   is  an  organization  consisting  of  prominent  businessmen  and  their 
representatives.      It  was  formed  for  the  purpose  of  placing  rehabilitated   individuals   in  gainful 
employment.     The  fact   that  prominent   individuals  are  actively   interested   in  the  placement  of  the 
handicapped  helps  overcome  the  average  employer's   resistance  to  hiring  a  disabled  individual. 

6.  Individuals  who  need  additional    training  or  who  can  work  only   in  sheltered  situations  are 
referred  to  the  State  Division  of  Vocational    Rehabilitation  or  other  social   agencies.     When  an  insur- 
ance carrier  or  welfare  organization   is  sponsoring   the  patient's  hospitalization  and  training,  reports 
and  recommendations  are  made  to  them. 


General   Professional  Work 


General   professional  work   involves   two  functions  at   the  Institute: 

1.  Teach  i  ng--5hort    intensive  courses  are  conducted   for  the  training  of   rehabilitation  coun- 
selors affiliated  with  various  public  and  private  agencies   throughout   the  country.     These  courses, 
which  are  jointly  sponsored  by  the  National    Society  for  Crippled  Children  and  Adults  and  Alpha  Gamma 
Delta,   are  conducted  by  staff  members  with  the  assistance  of  visiting  specialists.      In  addition,  the 
members  of   the  psychology  staff  give   lectures  and  demonstrations   in  courses  which  are  held  for  physi- 
cians specializing   in  physical   medicine  and   rehabilitation,   for  physical    therapists,  occupational 
therapists,   and  other  professional  groups, 

2.  Research  —  Both  group  projects  and    individual   projects  are  being  carried  on.     A  team  consist- 
ing of  a  psychiatrist,  clinical   psychologist,  and  psychiatric  social  worker   is  currently  studying  the 
emotional   aspects  of  rehabilitation.     This    is  being  financed  by  a  grant  from  the  Commonwealth  Fund. 
Other  staff  members  are  engaged   in   individual  projects. 


Training  and  Background 


There   is  no  known  college  curriculumwhich   is  aimed  specifically  at  training  clinical   psycho  1 o- 
g  i  sts  who  will   spec  i  a  1  i  ze   in  rehab i  1  i  tat  ion  work ;   hence  much  of  the  training  will   have  to  be  done  on 
the  job.     However,   the  rehabilitation  psychologist   should  meet  all    the   requirements   for  a  clinical 
psychologist.     He  should  be  well   versed   in  physiological    psychology.      It   is  desirable  for  him  to 
acquire  some  familiarity  with   the  medical    terminology  with  which  he  will   come   in  contact.      In  addi- 
tion,   if  he   is  going  to  do  vocational   guidance,   as   is  very   likely,   he  should  have  training  and 
experience   in  guidance.     Familiarity  with  occupational    information,   employment  opportunities,  and 
community  resources  will   also  be  needed.     Finally,    if   the  psychologist    is  qualified   to  carry  on 
short-term  psychotherapy,   this  will   be  an   invaluable  asset.      Internships  are  needed   in  rehabilitation 
centers  for  those  who  intend  to  specialize   in  this  phase  of  clinical   psychology.     The   individual  with 
a  master's  degree   in  vocational   guidance  who   is  working  for  a  Ph.D.    in  clinical   psychology  can  get 
experience   in  both  phases  of  this  work  from  such  an  internship  without  additional   expenditure  of  time, 
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In  summary,  there  is  an  increasing  awareness  of  the  need  for  co-ordinated  rehabilitation  pro- 
grams which  will  treat  the  patient  as  an  individual   rather  than  just  treat  his  disability.     Such  a 
program  can  be  of  incalculable  value  to  the  individual,  his  family,  and  the  community  in  general. 
A  team  approach  is  needed,  and  the  clinical  psychologist  is  an  important  member  of  the  team.  The 
field  is  small  at  present  but  is  growing  constantly.     Here  is  a  new  frontier  for  the  psychologist 
to  explore. 
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THE  ROLE  OF  COUNSELING  PSYCHOLOGY 
IN  REHABILITATION 


Frank  M .  Fl etcher  ,   Jr . 


If  we  quickly  survey  the  past  fifteen  years  there  stands  out  clearly  a  picture  of  tremendous 
development   in  the  profession  of  psychology  and   in  the  way  in  which   it  has  expanded  from  an  academic 
teaching  and  research  profession   into  widely  diverse  applied  fields.     For  example,  although  psycholo- 
gists have  been  employed   in  the  field  of  rehabilitation  for  many  years,    it  was  not  until   two  years 
ago  that   it  became  apparent  that  rehabilitation  might  be  a  major  field  of  specialization  within  the 
general  framework  of  counseling  psychology.     The  instigation  of  the  Counseling  Psychology  program  by 
the  Veterans  Administration  presented  a  new  challenge  to  psychology  and  to  counseling  psychology  in 
particular.     In  particular  this   is   true  because  the  rehabilitation  of  physically  and  mentally  handi- 
capped has,  of  course,  been   in  progress  for  many  years,  and  other  professions  have  had  long  experi- 
ence in  the  area.     Psychology   is  thus  faced  with  the  problem  of  contributing  that  which  is  needed 
and  which   is  not  being  provided  already,   at   least  not  adequately. 

Before  we  can  consider  the  potential    role  of  counseling  psychology   it   is  necessary  to  view  the 
total   rehabilitation  process.     This   is  a  process  on  a  continuum  with  the  obvious  beginning  the  onset 
of  the  physical   or  mental   disability.     This  onset  may  be  sudden  or  gradual;    it  may  be  existent  at 
birth  or  develop  at  any  later  time   in  the  life  process.     Beyond  this,   the  characteristics  of  the 
disability  are  not  constant  but  changeable. 

There   is  a   relationship  between  the  physical   and  emotional   aspects  of  a  disability  which  might 
be  stated  as  follows:     a  mental   disability  may  or  may  not  be  accompanied  by  a  physical  disability, 
while  a  physical   disability   is  generally  accompanied  by  at   least  some  degree  of  mental  disability. 
The  end  of   the  continuum  or  process    is    integration  back   into  society  with  social,   personal,  and 
occupational   adjustment    in  so  far  as    is  possible  with  each   individual  case. 

In  the  middle  of   the  continuum  or  process   there   is  a  transition  period  that   is  crucial    to  the 
total    rehabilitation  process  and  referred  to   in  this  paper  as  "the  stage  of  stabilization."  This 
stage   is  not  clear-cut  nor  easily  defined  although  more  so  for  the  physically  handicapped.  Surgery 
and  medication  have  been  completed;   prosthetic  devices   fitted  when  appropriate;   hearing  aids,  seeing 
eye  dogs  or  other  aids  provided  as  needed.      In  other  words   the   individual   has  been   restored  physical- 
ly in  so  far  as  possible. 

For  the  mentally  handicapped  this  stage   is  not  so  readily  defined.     Generally,    it   is   the  point 
in  time  when  progress  by  therapy  becomes  minimal ,  when  the  person  once  again  has  "his   feet  on  the 
ground"  or   is   in  reasonable  contact  with  reality.     Further,    it   is  the  stage  when  the  individual's 
behavior  becomes  predictable  on  a  moderately  long-range  basis,  and  further  marked   improvement  or 
change  is  not  expected  to  occur. 

Only  too  frequently   in  the  past  this  stage  of  stabilization  has  been  considered  the  end  of  the 
rehabilitation  process.      It   is  what  might  be  called  the  "pat-them-on-the-back-as-they-go-out-the- 
door"  technique.     Such  an  approach,  of  course,   results   in  a  high  proportion  of  returns  to  the  hospi- 
tal or  complete  dependence  on  family,   relatives,  or  society.     A  more  basic  concept  of  rehabilitation 
goes  well   beyond  this  stage  of  stabilization.      In  fact,   stabilization   is  only  the  half-way  house  on 
the  trail   to  complete  rehabilitation.     The  first  half  of  the  process  may  be  labeled  the  "therapy 
phase"  and  the  last  half  the  "adjustment  phase." 

The  therapy  phase  of  the  process   involves  the  remaking  or  remodeling  of  the  patient,  physically 
or  mentally,    in  so  far  as  science  will   enable.      In  this  phase  medical   science  plays  a  dominant  role, 
physical  medicine,  neurology,  psychiatry,  and  other  medical   specialties.     Clinical   psychology   is  also 
primarily  concerned  with  this  phase  of  the  process  as   is,    in  different  dimensions,  nursing,  physical 
therapy,  occupational    therapy,  psychiatric  social  work,  and  social  casework. 


The  Adjustment  Phase  of  Rehabilitation 

This  paper,  however,  is  primarily  concerned  with  the  second  or  adjustment  phase  of  the  process. 
Medical    treatment  and/or  therapy  have  finished  or  have  reached  a  point  of  diminishing  returns.  We 
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accept  the  individual   basically  as  he   is.     Accepting  physical  handicaps  or   limitations  as  they  are  is 
relatively  clear-cut  but  accepting  mental    limitations  or  handicaps   is  not  always  as  simple.     There  is 
a  tendency  to  continue  therapy   indefintely  even  though  progress  becomes   infinitesimal.     It   is  essen- 
tial  to  look  upon  and  accept  mental    limitations  or  handicaps   in  the  same  manner  that  we  accept  that 
a  blind  person  can  no  longer  see  regardless  of  the  treatment. 

Once  we  understand  and  accept  the  limitations,  we  can  proceed  with  the  primary  aim  of  adjustment 
into  society.     Counseling  psychology  has  a  primary  professional   responsibility  in  the  adjustment  phase 
as  does  social  casework  and  occupational   therapy  (see  Figure  l). 


Figure  1 
The  Rehabilitation  Process 
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NOTE:     The  top  line  represents  the  total   continuum  of  the  process  and  the  six  lines  below  present  the 
roles  of  certain  professions.     Nurses,  chaplains,  and  others  contribute  to  the  process,  but  are  not 
represented   in  this  chart.     A  solid  line   indicates  a  primary  role,  and  a  dashed  line   indicates  a 
secondary  role.     Under  "Occupational   and  Related  Therapies"  the  term  "Nongoal  directed"  implies 
activities  without  long-range  goals  being  prevalent  during  the  therapy  phase,  while  during  the  adjust- 
ment phase  activities  should  be  related   in  some  way  to  "Goa 1 -d i rected"   (long-range)  adjustment  of  the 
individual  . 


Although,    in  general  ,   the  Vocational   Rehabi I itation  and  Education  counsel  ing  program  of  the 
Veterans  Administration  has   in  the  past  dealt  with  the  adjustment  phase,  as  have  the  rehabilitation 
programs   in  the  various  states  under  the  general   supervision  of  the  Federal   Office  of  Vocational 
Rehabilitation,   there  has  been  a  tendency  to  ignore  or  underrate  the  importance  of  the  adjustment 
phase.     It   is  probably  safe  to  state  that  this  phase  of  rehabilitation   is  still    in  an  early  stage  of 
development.     We  have  as  yet   little  theoretical   ground  work,  and  research  has  been  limited.      It  is 
not  surprising,   therefore,   that  the  potential   function  of  the  counseling  psychologist   in  this  phase 
of  rehabilitation  is  not  well   defined.     At  present  the  counseling  psychologist   is  forced   into  the 
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role  of  operating  as  effectively  as  possible  on  the  basis  of  present   limited  "know  how,"  and  at  the  same 
time  using  initiative  to  carry  out  both  formal   and   informal   research  which  will  ultimately  clarify 
the  adjustment  phase  of  the  rehabilitation  process. 

There  has  resulted  from  the  vocational   guidance  movement  an  approach  that  may  be  labeled  the 
i n te rv i ew- tes t - i n te rv i ew-dec i s i on  method.     The  counselor  first    interviews   the  client,   reviews  his 
background  and  assigns  appropriate  tests.      In  the  second   interview  the  background  and  tests  are 
evaluated,   followed  by   the  making  of  either  arbitrary  or  joint  decisions   regarding  the  future  plans 
of  the   individual.     This  approach   is  accepted  by  many  but  even  with  normal    individuals   it  has  severe 
limitations.     With  the  handicapped   it  appears  to  be  of   little  value   if  any.     This   is   in  part  true 
because   the  adjustment  phase   involves   the   total    individual   and  his   total   environment,   both  present 
and   future.     Of  particular    importance   is   the   interaction  between  the   individual   and  his  constella- 
tion of  environments.     Counseling   is  needed,   and   testing  may   render  some  useful    findings,  but 
generally  much  more   is  needed. 

It   is  probable  that  observation  and  manipulation  of  the  environment  may  prove  to  be  among  our 
most  valuable  aids.     This  might  be  called  "situational    therapy"  but    in  order  not   to  confuse  the  use 
of  "therapy"  the  writer  prefers   the  more  descriptive   term  "environmental   manipulation."'     The  human 
being   is  apparently  amazingly  adaptable  within  limits,  and  these   limits  are  probably  broader  than 
generally  conceived.     Adaptation  only  takes  place,   however,  when   the  environment    is  conducive  to  or 
stimulates  adaptation.     The  child   is  dependent  upon  a   language  environment   to   learn  the   language  and 
may  readily   learn  two   languages    if   the  environment  provides   the  stimuli.     Proper  and   regular  manipu- 
lation of  the  environment  can  serve  the   rehabilitation  process    in  three  ways:      (I)    in  obtaining  a 
better  estimate  of  skills  and  potentiality  of  acquiring  new  skills;    (2)    in  aiding  the  client  to 
adjust   to  new  physical   and  social   environments  so  crucial    in  gaining  employment;    (3)    in  reducing  the 
chances  that  an   individual  will   get   into  a  psychological   "rut"  and  become  dependent  upon  a  single 
physical   and  social  setting. 

Many  variables  and   limiting  factors  enter   into  the  adjustment  phase.     The  home,  means  of  liveli- 
hood, and  social   setting  are  obviously   important.     The  attitude  of  the  employer  and  the  practical 
possibilities  of  employment  and  training  facilities  add  further  complications.     These  are  only  a  few 
of  the  many  facets  of  the  picture  which  must  be  confronted   in  the  adjustment  phase.     For  most  cases 
adjustment   is  accomplished   in  steps  or  stages.     Continual   counseling,  evaluation,  and  re-evaluation 
which  are  co-ordinated  with  the  varied  experiences  of  the  client  provides  the  basis  for  adjustment. 
It  seems  quite  evident  that  such  a  process  must  extend  over  a  period  of  time  which  will  allow  for 
gradual   se 1 f -unde rs tand i ng  and  se 1 f -accep tance  on  the  part  of  the  client.     Counseling  may  be  of  a 
formal  or   informal   nature  depending  on  the  situation  at  any  one  time.     Since  the  counselor  cannot 
predict  behavior  adequately,  actual   samples  of  behavior   in  a  variety  of  physical   and  social  environ- 
ment appears  to  be  vital    in  diagnosis  and  planning  for  satisfactory  adjustment.      In  general,  a  step- 
by-step  procedure  of  counseling,  evaluation  of  progress,  and  environmental  manipulation  seems  to  be 
most  promising. 

Obviously  the  adjustment  process   is  complex,  and   is  primarily  psychological    in  nature.  The 
potential    role  of  the  counseling  psychologist   is  varied  and  much   is  yet  to  be  learned  as  to  the  most 
effective  techniques  and  approaches.     Nor   is  the  task  that  of  the  psychologist  alone.     The  social 
caseworker,  occupational   and  other  rehabilitation  therapists,   nurses,  hospital   aides,  and  employment 
specialists  are  all   part  of  the  rehabilitation  team  in  the  adjustment  phase.     The  counseling  psychol- 
ogist must   learn  to  operate  effectively  as  a  member  of  the  team.     As  on  any  good  football   team,  there 
must  be  a  quarterback  or   integrator.     Who  should  the  quarterback  or   integrator  be   in  the  adjustment 
phase  of  rehabilitation?     Perhaps  this  should  be  the  job  of  the  counseling  psychologist,  but  this 
must  be  established  as  an  outgrowth  of  actual   experience   in  the  operating  situation.      It  will   take  a 
long  period  of  time  to  establish  this  role,  but  beyond  this,  counseling  psychologists  must  be  certain 
as  to  the  basic  theory  and  validity  of  their  procedures   in  the  adjustment  phase  of  rehabilitation 
before  he  can  hope  to  convince  others. 


'This  is  described  as  a  procedure  in  the  counseling  of  college  students  in  Wrenn ,  C.  Gilbert, 
Student  Personnel  Work  in  College,    1951,  pp.  168-175. 
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THE  ROLE  OF  THE  PSYCHIATRIST 
IN  REHABILITATION 


Francis  J.  Braceland 


It  is   indeed  a  pleasure  for  a  psychiatrist  to  address  an  audience    dedicated  to  the  principles 
and  goals  of  rehabilitation.     That  much  of  the  history  of  psychiatry  revolves  around  efforts  at 
rehabilitation  is  evident   in  the  testimony  of  generations  of  psychiatrists  who  worked  against  tragic 
odds  to  restore  emotionally  ailing  or  crippled  people  to  more  adequate  modes  of  living.  Those 
efforts  involved  only  too  often  the  use  of  hazy  principles  and  imperfect  instruments.     But  they  con- 
tributed to  the  body  of  knowledge  of  the  human  mind,   the  implications  of  which  extend  far  beyond  the 
bounds  of  psychiatry.     The  insights  of  psychiatry  are  of  value  to  the  field  of  rehabilitation,  where 
the  greatest  obstacle  to  the  reablement  of  the  physically  handicapped  often  resides  in  the  emotions. 
Emotions  and  attitudes  may  be  more  incapacitating  than  the  real  disability,  as  Osier  noted  several 
decades  ago  when  he  warned  doctors  treating  tuberculosis  that  what   is   in  the  patient's  head  is  at 
least  as  important  as  what  is  in  his  chest. 

It  is  self-evident  that  psychiatry  and  rehabilitation  have  much  to  teach  each  other.     They  deal 
with  two  of  the  greatest  adversities  that  befall  mank i nd--menta I  or  physical  disaster,  whether  innate 
or  acquired,  acute  or  chronic,  temporary  or  prolonged;  and  with  ways  and  means  to  lighten  the  burden 
upon  individual  and  society.     They  both  work  in  the  framework  of  the  therapeutic  environment  and  the 
therapeutic  team  and,   thus,    in  the  context  of  group  dynamics.     Most   important  of  all,   they  subscribe 
to  the  philosophy  that  what  they  are  dealing  with  is  not  a  passive,  amorphous  being  to  be  manipulated 
willy-nilly,  but  is  an  individual  who  lives,  feels,  thinks,  struggles,  and  expends  his  energy  in 
defending  himself  against  a  threat  to  his  integrity.     Psychiatry  and  rehabilitation  both  maintain 
that  it  is   incumbent  upon  the  entire  therapeutic  team  to  rehabilitate  man  as  man,  no  matter  how  badly 
disabled  he  may  be  or  how  seriously  restricted  in  his  activities.     I  submit  that  we  are  striving  to 
return  to  society  a  "compleat  person,"  skilled  and  perhaps  newly  skilled  in  important  techniques  and 
especially  in  the  art  of  living. 

Any  physical  anomaly,  however  benign,  and  whether  constitutional  or  acquired,  can  be  the  source 
of  serious  disturbances  in  the  life  of  an  individual.     A  nose,  the  contour  of  which  offends  only  the 
owner,  may  be  as  formidable  an  obstacle  to  adjustment  as  a  major  amputation.     The  problems  of  reha- 
bilitation are,  therefore,  extensive  and  extremely  complex.     They  arise  in  the  wake  of  accidents  and 
crippling  diseases  and  also  with  acute  and  chronic  illnesses,  and,  very  importantly,  with  the  attri- 
tion of  years.     The  rehabilitation  of  the  aging  individual   is  indeed  one  of  the  most  meaningful  fields 
of  modern  medicine.     So  is  that  rehabilitation  which  involves  disabilities  of  insidious  onset.  By 
the  time  the  disorder  is  clinically  detected,   it  may  have  caused  great  physical  depletion  and  pro- 
found psychological  changes.     The  psychiatrist  is  deeply  concerned  with  all   these  problems  and  his 
orientation  is  beginning  to  influence,   if  not  reshape,  contemporary  medicine  itself.     Medicine  is 
finding  that  to  fulfill    its  obligations   in  a  changing  epidemiology  and  a  changing  culture,   it   is  not 
enough  to  apply  the  insights  and  techniques  of  pure  science.      It   is  equally  important  to  treat  the 
patient  against  the  background  of  his  environment,  and  in  the  light  of  the  personal,  interpersonal, 
and  social  meaning  of  the  illness.     Illness  represents  a  serious  threat  to  the  patient  as  a  self- 
sufficient,,  intact   individual,  and  hidden  forces  operating  within  him  may  have  much  to  do  with  its 
course  and  outcome.     These  influences  cannot  be  ignored  in  any  treatment  program  for  any   illness  or 
any  handicap;  they  spell   the  difference  between  success  and  failure  in  our  efforts  and  they  are 
indeed  basic  materials  with  which  to  work. 

Rehabilitation  is  rooted  in  contemporary  medicine  and  contemporary  public  health  services.  It 
is  one  with  curative  and  preventive  processes  and  complements  and  completes  all  of  these.  Rehabili- 
tation may  be  as  inclusive  or  as  limited  in  meaning  as  the  concept  of  the  user.      It  may  suggest  an 
effort  to  make  the  best  of  grim  adversity,  even  if  this  means  adjustment  at  a  lower  level,  or  it  may 
suggest  a  new  and  better  integration.     The  former  is  easier  to  achieve,  of  course.     But  is  it  not  our 
duty  to  make  the  goal  a  more  positive  one  and  refuse  to  settle  for  less  than  rendering  the  disabled 
individual  as  complete  a  person  as  it  is  possible  for  him  to  be,   in  a  society  which  has  room  for 
people  of  all  kinds  and  combinations  of  skill,  capacity,  and  motivation?     If  this  is  our  goal,  we 
must  be  cognizant  of  psychodynami cs ,  of  the  way  in  which  the  human  personality  is  formed,  and  of  the 
mental  mechanisms  and  the  defenses  that  determine  behavior.     Such  knowledge  enables  us  to  work  more 


Reprinted  from  the  Journal  of  the  American  Med  ical  Association,  1957,  165  (3),  211-215  with  the 
permission  of  the  author  and  publisher. 

^Fifth  Annual   Dr.  Fred  H.  Albee  Memorial   Lecture,   read  before  the  Kessler   Institute  for 
Rehabilitation,  West  Orange,  N.  J.,  November  10,  1956. 
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purposefully  in  rehabilitation.     It  is  the  role  of  the  psychiatrist  in  rehabilitation  not  only  to 
treat  patients  who  require  his  special   skills  but  to  serve  as  a  consultant  to  the  rehabilitation 
team  and  to  clarify  those  influences  which   in  general   and   in  particular  prolong  convalescence  and, 
indeed,  make  this  a  never-ending  phenomenon. 


Psychological   Hazards  of  Disablement 


Unfortunately,  there  is  no  blueprint  to  be  followed  for  dealing  with  or  avoiding  the  pscyhologi- 
cal   hazards  of  disablement.     Each  patient   is  unique,  moulded  by  his  past  history,  colored  by  his 
environment,    imbued  with  goals  and  values  as  various  as  they  are  complex.     But  there  are  certain 
guides  to  understanding  how  and  why  the  individual   reacts  to  stress   in  a  particular  way  and,    if  these 
are  utilized  early  enough  and  consistently  enough,   the  task  of  the  rehabilitation  team  can  be  facili- 
tated. 

Let  us  examine  briefly  some  of  the  psychological  forces  operative  in  physical  disability.  It 
was  formerly  believed  that  various  disabilities  brought  a  fairly  consistent  pattern  of  psychological 
reaction.     The  tuberculous  patient  was  said  to  be  euphoric;   the  deaf  person  inclined  to  paranoid 
behavior;  the  one  whose  disease  was  located  below  the  diaphragm  vulnerable  to  depression.     It  is  now 
recognized  that  the  psychological   reactions  of  patients  to  any  type  of  illness  depend  largely  on 
their  previous  personality  make-up.     The  same  is  true  of  reactions  to  trauma.     Some  individuals  re- 
cover quickly;  a  few  develop  serious  emotional  difficulties;  and  there  is  a  wide  range  of  reactions 
between  both  these  extremes.     The  degree  of  emotional  disturbance  is  by  no  means  directly  related  to 
the  intensity  of  the  trauma;  you  have  experiences  of  this  kind  every  day.     It   is  related,  however, 
to  the  meaning  of  the  trauma  to  the  person  concerned.     There  may  well  be  patterns  of  defeat  in  the 
personalities  of  patients  which  delay  physical   reablement  and  social   readjustment  for  a  long  period, 
and  even  indefinitely. 

Human  motivation     is  a  curious  process,   for   it   is  based  on  unconscious,  as  well  as  conscious, 
needs.     It   is  therefore  not  a  simple  thing  to  motivate  a  patient  to  work  toward  his  own  recovery, 
although  certainly  an  atmosphere  of  optimism  and  high  morale  In  the  therapeutic  team  helps  enormous- 
ly.    The  situation  is  complicated,  however,  by  basic  human  needs:     needs  for  love  and  attention, 
dependency  strivings  and  struggles  against  them,  feelings  of  hostility,  and  feelings  of  guilt. 
These  patterns  are  found   in  the  development  of  every  individual  and  difficulties  arise  when  they 
have  been  imperfectly  resolved   in  the  course  of  maturation.     Sudden  physical   disaster  and,  even  more 
insidious,  physical   attrition,   reactivates  conflicts,   threats,  and  anxieties  of  long  ago.     There  may 
well   be  a  retreat  to  a  more  comfortable  antecedent  state  contrived  early   in  life  to  minimize  anxiety 
and  pain.     The  adverse  psychological    impact  of  disablement   is   in  fact  greatly  enhanced  when  it 
actually  or  symbolically  recapitulates  conflicts  of  childhood.     The   individual   tends  to  revert  to 
immature  methods  of  handling  them  and  his  rehabilitation  problems  are  compounded. 

The  rehabilitation  team  should  be  alert  to  these  forces  which   impair  motivation.     The  disabled 
individual  may  equate  service  from  others  with  love  and  attention  previously  denied  him.     He  may 
equate  it  with  punishment  of  those  who  neglected  him  in  the  past.     He  may  equate  the  helplessness  it 
symbolizes  with  retribution  for  his  own  hostility  and  guilt.     Just  as  the  victim  of  sudden  disable- 
ment must  work  through  the  inevitable  depression  he  feels,  so  he  must  work  through  his  dependency 
needs  before  he  can  go  on  to  better  things.      In  some  instances  a  certain  degree  of  dependency  will 
be  inescapable;   the  patient  cannot  be  entirely  self-sufficient  and  he  must  be  encouraged  to  accept 
this.     He  must  also  be  encouraged,  however,   to  develop  new  skills  and   interests.     The  real  problem 
of  rehabilitation  consists   in  helping  the  patient  realize  and  accept  that  the  emotional   rewards  of 
fuller  function  are  greater  than  any  secondary  gains  derived  from  dependency.     Here  is  the  watch- 
word;   if  you  can  do  this,  your  work  is  a  success,  no  matter  what  else  you  accomplish. 

Throughout  the  period  of  convalescence,  dependency  problems  will   present  themselves  again  and 
again.     Even  patients  who  are  making  excellent  progress  will  have  occasional   lapses  in  that  direction, 
requesting  help  or  assistance   in  tasks  they  have  already  mastered.     Such  patients  need  support  and 
reassurance  so  that  they  can  go  on  to  learn  new  tasks.     As  difficult  as  the  overtly  dependent  patient, 
and  sometimes  more  so,    is  the  patient  who  denies  his  disability  and  denies  his  dependency  needs 
entirely.     An  unrealistic  insistence  on  Independence  and  self-sufficiency  also  leads  to  defeat. 
Underlying  it  may  be  a  real   need  for  support  and  a  need  to  be  punished  for   it.     As  Menninger  has 
noted  in  this  connection,  for  these  patients  a  program  of  graduated  activities  within  their  capa- 
bilities  is  of  great   importance.     This  will   help  shield  them  from  the  mistakes  they  will  make  and 
the  humiliation  they  will  suffer  if  they  are  allowed  to  proceed  as  paragons  of  courage,   if  not  of 
prudence . 
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Accepting  a  Handicap 


So  it   is  that  the  permanently  disabled  patient  must  neither  surrender  to  his  handicap  nor  deny 
that  it  exists.     Accepting  the  disabled  self   is  the  decisive  step  on  the  road  to  rehabilitation. 
The  difficulties  of  accepting  this  new  self  should  not  be  minimized,  however.     There   is  a  body  image 
involved  in  it  that  subtends  the  individual's  conception  of  his  own  personality  and  his  relations 
with  others.     The  image  has  been  built  up  from  infancy  and   it  contains  many   irrational   and  symbolic 
associations  from  infancy  and  childhood.     These  associations   linger   in  the  deeper  recesses  of  the 
mind;  they  contribute  to  exaggerated  emotional   reaction  to  injury  or  loss  of  parts  of  the  body,  to 
excessive  fear  or  depression  with  minor  disabilities  to  immature  childish  behavior  that  blocks 
rehabi 1 i  tation. 

Hence,    in  addition  to  making  an  adjustment  to  certain  real    limitations  and  adaptations  imposed 
by  the  disability,  the  patient  must  work  through  to  a  revision  of  his  body  image,  his  conception  of 
himself,  and  his  relations  to  others.     This   is  a  process  which  may  well   rekindle  old  conflicts  and 
painful  associations,  so  that  the  individual   reverts  for  a  time  to  immature  patterns  of  behavior. 
That  it  is  a  natural  process  and  one  that  should  be  accepted  sympathetically  by  the  rehabilitation 
worker  is  self-evident.     The  problem  is  to  work  with  the  more  mature  aspects  of  the  personality  to 
prevent  any  chance  of  chronic  regression  and  to  support  the  patient  through  the  crisis. 

In  general,  the  more  immature  the   individual,   the  more  pathological   his  reaction  to  physical 
disability.     Frustrations   imposed  by  it  can  be  inordinately  stressful,  even   in  the  face  of  excellent 
remedial  and  rehabilitative  measures.     Particularly  in  the  early  stages  of  disablement,  when  the 
extent  of  the  residual   handicap  cannot  be  estimated,  it  is   important  to  foster  the  proper  psychologi- 
cal climate.     Uncertainty  of  the  outcome  may  foster  vague  but  distressing  anxiety,  and  this  may  con- 
tinue long  after  the  situation  has  been  clarified  and  after  the  prognosis  has  been  found  to  be  better 
than  expected. 

Generalized  anxiety  has  a  blocking  effect  on  rehabilitation  efforts.     This  is  true  whether  it 
comes  from  the  patient's  insecurity  and  uncertainty  over  his  fate,  from  the  symbolic  significance  of 
his  condition,  or  from  unconscious  motivations  which  bring  him  under  the  yoke  of  the  secondary  gain 
of  symptoms.     A  chronic  disability  may  weaken  personality  integration  because  of  the  anxiety  it 
constantly  evokes.     As  a  result,  the  patient  may  confuse  functions  which  are  actually  impaired  with 
those  which  are  not.     The  same  aspects  of  disability  which  interfere  with  mastery  of  physical  environ- 
ment may  impair  social  behavior.     Impaired  locomotion,  or  an  impaired  sense  organ,  may  force  a  change 
in  social   relationships.     The  ensuing  frustrations  can  be  reduced  by  prostheses  and  the  development 
of  new  skills.     But  much  depends  on  the  patient's  own  orientation  and  his  will   to  keep  trying  in  the 
face  of  initial  difficulties  and  failures.     Establishing  satisfactory  relations  with  other  people  is 
of  tremendous  importance,  though  it  depends  on  the  attitudes  and  responses  of  these  others,  as  well 
as  on  those  of  the  patient.     Here  the  need  of  fostering  wholesome  family  attitudes  and  responses 
cannot  be  overemphasized. 

In  all  treatment  situations  various  emotional   reactions  are  set  in  motion  within  the  patient  and 
in  those  who  are  handling  him.     These  reactions  may  be  psychonox I ous  instead  of  psychotherapeutic. 
When  difficulties  arise  which  seem  to  threaten  the  progress  of  the  rehabilitation  effort,   the  patient 
is  usually  blamed  for  it.     The  blame  is  not  always  his;   it  sometimes  accrues  to  the  person  who  is 
trying  to  help  him.     Psychiatrists  recognize  this  development  in  therapy;  they  recognize  their  own 
contribution  to  it  and  allow  for  it.     It  need  not  be  viewed  as  a  threat  to  the  therapist  or  the 
patient.     It  simply  calls  for  understanding  examination.     This  is  one  of  the  earliest  and  most  use- 
ful  lessons  the  young  psychiatrist  has  to  learn--the  effects  of  his  own  attitudes  in  a  given  situa- 
tion.    It  has  been  noted  many  times  that  patients  are  aware  of  the  attitudes  of  the  staff,  even 
though  these  are  neither  verbalized  nor  otherwise  openly  expressed;  that  patients  look  for  social 
acceptance  and  are  alert  to  signs  of  rejection;  that  to  patients  the  attitudes  of  the  staff  represent 
a  cross  section  of  attitudes  of  the  larger  world  toward  them.     Their  reactions  to  staff  attitudes  are 
expressed  in  positive  or  negative  attitudes  to  the  workers   in  the  center.     These  reactions  vary  from 
dependence  and  affection  to  hostility  and  negativism.     In  these  situations  again,  psychiatry  has 
something  to  offer  through  the  medium  of  staff  conferences. 


Role  of  Rehabilitation  Worker 


It  is  unwise  for  the  rehabilitation  worker  unskilled  in  psychiatric  techniques  to  undertake 
meddlesome  psychotherapy  in  a  potentially  explosive  situation.     At  such  a  time  expert  advice  is 
imperative.    We  have,   in  psychiatry,  a  very  troublesome  group  of  problems  falling  into  the  classifi- 
cation of  traumatic  neuroses  and  having  their  onset  after  acute  physical  or  psychic  injury.  Sometimes 
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there  is  a  considerable  lapse  of  time  before  the  neurotic  symptoms  appear.     In  any  event,  they  are 
usually  altogether  out  of  proportion  to  the  severity  of  the  trauma.     Elements  of  secondary  gain  are 
readily  seen  and,  depending  on  predisposition,  a  psychopa tho 1 og i ca 1   picture  of  a  specific  kind  may 
well  appear.     An  essential   principle   in  the  treatment  of  these  cases   is  prompt   institution  of  psycho- 
therapy,  for  prognosis  worsens  with  the  passage  of  time.     This   is  particularly  so  in  cases   in  which 
compensation  may  be  forthcoming.     Laughlin   [U)  has  written  some    illuminating   pages  on  this  problem. 
He  states,   in  effect,   that  what  the  individual  craves   is  not  only  the  material   compensation  but  also 
the  satisfaction  of  strong,  deeply  hidden,  dependency  needs  and  the  abrogation  of  responsibility. 
Delayed  treatment  enables  the  industrial  accident  case,  for  example,   to  become  a  chronic  problem. 
Yet,   from  the  outset  the  patient  balks  at  treatment.     What  he  achieves  from  a  lower  level  of  adjust- 
ment seems  to  be  worth  far  more  to  him  symbolically  than  the  greater  financial  and  personal  reward 
that   independence  could  supply.     He   is,   therefore,   loath  to  accept  psychiatric  treatment,  persists 
in  trying  to  prove  his  disability,  and   is  affronted  by  the   idea  that  psychological   factors  are  con- 
tributing to  his  disability.     Even   if  he  agrees  to  try  psychotherapy,  his  resistances  continue.  An 
expert  therapist   is  needed  to  deal  with  these  resistances  and  help  the  patient  resolve  them.  Con- 
flicts must  be  recognized  and  faced  by  the  patient  despite  the  anxiety  and  discomfort  temporarily 
released.     Recovery  depends  on  the  acceptance  of  the  conflicts,  on  ensuing  processes  of  desensitiza- 
t i on ,  and  on  the  overcoming  of   irrational  nonrealistic  elements. 

There  are,  however,  many  other  situations   in  which  the  well-trained  rehabilitation  worker,  skil- 
led in   interpersonal   relations  and  abreast  of  the  psychology  of  disability,  can  do  excellent  work. 
Basic  to  his  effort   is  a  principle  laid  down  in  the  aforementioned  work  of  Menninger   (5)   that  the 
disability  is  not  so  much  what  the  examiner  perceives   it  to  be,  as   it   is  what  the  patient  perceives 
it  to  be.     The  rehabilitation  worker  can  discover  this  dynamic  element  only  by  getting  to  know  the 
patient,  by  talking  to  him  and   listening  to  his  problems,  and  by  determining  what  the  goals  and 
values  of  the  patient  have  been  and  whether  these  must  now  be  altered.     The  physically  disabled 
person  tends  to  find  that  some  psychological  maneuvers,  useful    in  the  past,  are  now  no  longer  so. 
He  may  have  been  satisfied  formerly  when  running  up  against  a  difficult  situation  to  beat  a  reluc- 
tant retreat;  or  he  may  have  found   it  easy  to  lower  his   level  of  aspiration  when  certain  goals  were 
apparently  impossible  of  attainment.     This   is  not  a  good  philosophy   in  all  matters.  Objectives, 
while  they  may  have  to  be  changed,  are  nonetheless  essential.     The  handicapped  person  needs  to  strive 
persistently  for  goals  which  are  attainable   if  he  works  hard  enough;  and  he  needs  to  try  out  many 
ways  of  reaching  them  instead  of  just  one.     The  rehabilitation  worker  has  a  vital   role  to  play  during 
this  phase  of  the  program.     Not  that  he  should  set  the  patient's  goals;  but  he  should  help  the  patient 
set  his  own  goals,  goals  within  his  remaining  capacities,  and  goals  which  once  set  should  then  be  ac- 
cepted and  reached.     Persistence  and  variability   in  approach  are  essential.     So  is  the  cultivation  of 
efficient  habits  while  strong  motivation  exists. 

General  principles  of  learning  yield  valuable  insights  and  suggestions  for  rehabilitation.  So 
do  techniques  and  procedures  of  psychotherapy,  which  can  create  favorable  conditions  for  learning  new 
and  successful  adjustments  to  disability.     It   is   important  at  all   times  to  look  upon  the  handicapped 
person  as  a  normal   person  with  extra  difficulties  and  to  get  him  to  see  himself   in  this  light.  It 
is  a  common  observation  that  undesirable  trends  may  assert  themselves   in  the  personality  of  the  han- 
dicapped as  a  result  of  the  medical   tags  they  bear.     All   branches  of  medicine  show  an  unfortunate 
preoccupation  with  symptoms  and  labeling  and  with  attempts  to  equate  diagnosis  and  treatment. 
Menninger  has  emphasized  this  particularly  for  psychiatry,  but  his  observation   is  germane  to  what 
we  are  talking  about  here: 

To  say  that  a  patient  has  schizophrenia   is  both  unscientific  and  improper; 
unscientific  because  we  are  being  precise  about  something  that   is  highly  amorphous, 
improper  because  we  are  damning  the  patient  with  a  title  that  will   hurt  him  forever 
(6). 

Even  in  other  areas   it   is  certainly  true,  as  Menninger  pointed  out,   that  to  say  a  patient  has 
such  and  such  a  disease  often  bears  no  logical    relationship  to  what  ails  the  patient  and  how  he 
should  be  treated.     Labeling  of  this  kind,   though   it  appears  scientific  and  necessary,  carries  with 
it  the  danger  that  we  may  try  to  treat  the  disease   instead  of  the  patient.     Let  us  not  forget  that 
the  epileptic,   the  athetoid,   the  amputee  may  find   it  difficult  to  conceive  of  himself  as  an  epileptic, 
an  athetoid,  an  amputee  and  as  a  human  being  —  all    in  the  same  distorted  image. 

There   is  a  place  for   inspiration,   too,    in  the  rehabilitation  of  the  disabled.     The  patient  needs 
encouragement   in  his  difficult  task  of  regaining  lost  functions  or  developing  new  ones.     The  power  of 
mind  over  body  for  the  relief  of  symptoms  has  always  been  recognized.     All   treatment  was  once  a  form 
of  mental   therapy  or  faith  healing.     The  medicine  man,  with  his  extraordinary  costume,  his  impressive 
paraphernalia,  and  his  ritualistic  behavior,   tried  to  cultivate  an  atmosphere  of  hopefulness  for  re- 
covery.    His  successes,  and  they  were  many,  were  attested  to  by  awed  and  grateful   patients.     As  for 
his  failures,  also  many,   let  us  say  with  Haggard   (3)   that  "the  dead  give  no  testimonials."    The  point 
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is  this,  however:     that  creating  a  therapeutic  climate   is  proper  to  the  art  and  science  of  medicine. 
From  the  statements  of  disabled  patients,    it   is  clear  that  simple  and  fundamental,  unorganized,  and 
even  naive  psychotherapy  often   inspires  them  to  search  and  work  for  a  more  normal  way  of  life.  Dur- 
ing the  war  observers  noted  two   influences  which,  when  operating  on  the  personalities  of  men,  were 
of  the  greatest   importance  in  preventing  neuroses  and  chronic  disability.     These   influences  were 
high  individual  motivation  and  high  group  morale.     Men  who  were  strongly  motivated  or  who  were  sus- 
tained by  the  morale  of  the  group  overcame  fears  and  difficulties  quickly,  for  they  could  let  neither 
themselves  nor  their  colleagues  down.     Surely  a  vital   aspect  of  the  work  of  rehabilitation  personnel 
is  to  promote  these  influences  which  not  only  motivate  and  move  patients  so  profoundly  but  also  help 
rescue  them  from  the  dread   isolation  which  seems  to  weigh  upon  them,   from  the  apathy  often  imposed 
by  serious  personal    loss,  and  from  the  hopelessness  which  shrouds  the  future. 

Spirit  of  Rehabilitation  Team 


I  submit  that   inspirational   programs  are  acceptable  and  necessary.     However,   to  inspire  a  per- 
son to  high  motivation  it   is  necessary  to  believe  in  one's  program  and  to  be  convinced  of  the  impor- 
tance of  one's  task.     The  team  spirit   is  of  great   importance;    it   is  born  of  the  close  collaboration 
of  all  members  of  the  team  who  form  a  competent,  homogeneous  unit,  and  give  of  themselves  freely  to 
the  common  task.     Patients  are  extremely  sensitive  to  the  spirit  of  the  team,  and  they  are  adversely 
affected   if  that  spirit   is  evanescent.     Work  in  progress   in  mental   hospitals  demonstrates  persuasive- 
ly the  great   importance  of   interpersonal    influences   in  the  management  of  patients   (7).     From  many 
points  of  view  a  rehabilitation  center,   like  a  mental   hospital,    is  an  interacting  system  in  which 
the  activities  and  attitudes  of  each  participant  affect  those  of  all.      It  has  been  found  that  an 
excellent  association  between  a  patient  and  a  physiotherapist  may  act  as  a  stimulant  to  motivation 
when  all  other  methods  seem  to  fail.      It  has  been  found  that  a  careless  remark  by  a  physician  may 
throw  a  patient  who  has  been  making  good  progress   into  anxiety  or  depression   (l).     Such  accidental 
occurrences  can  be  highly  noxious  to  the  entire  rehabilitation  team  as  well. 

High  group  morale  should   indeed  be  the  watchword  of  every  treatment  group.     If   it   is  lacking, 
the  rehabilitation  center   is   in  danger  of  becoming  a  warehouse  for  expensive  gadgets  and  work-a-day 
attitudes.     If  morale  is  high,    it  will   spark  the  will    to  live  and  to  become  proficient   in  living, 
no  matter  what  the  handicap.     The  response  will   be  more  than  rewarding  to  the  devoted  team  of  workers 
who  create  an  atmosphere  for  recovery.     It   is  the  physician  who  must  set  the  example  for  his  team  and 
for  his  patient.     The  physician   is  certainly  the  most  powerful   force   in  the  rehabilitative  process 
outside  of  the  patient.     He  is  to  the  patient  not  only  a  doctor  of  medicine,  possessed  of  vast  knowl- 
edge and  great  technical   skills,  but  a  figure  of  authority  reaching  the  dimensions  of  omnipotence. 
The  cast  he  assumes  depends  on  the  patient's  dependency  needs  and  his  quest  for  parental  figures. 
The  physician  must  be  alert  to  this   imposed  role,   for   it  may  retard  the  restoration  of  the  patient. 
He  must  be  sure  that  the  doctor-patient  relationship  remains  on  a  therapeutic  level,    in  accord  with 
realities  of  the  situation,   rather  than  with  magical   thinking  that  so  easily  asserts   itself   in  the 
mind  of  man. 

The  psychological   problems  of  rehabilitation  are  so  many  and  so  diversified  that  the  psychiatrist 
cannot  and  should  not  arrogate  to  himself  more  than  a  small   portion  of  them.     The  major  job  must  be 
done  by  the  rehabilitation  team.     There  are  other  key  groups   in  the  community  which  can  make  a  con- 
tribution in  preventive  psychiatry;   the  general   physician   in  his  work  with  families;  specialists  in 
their  treatment  of  the  patient;  nurses  who  care  for  the  patient   in  the  early  days  of  disaster.  What 
each  of  these  tells  and  does  to  the  patient  can  affect  his  motivation  and  his  future.     All  such 
groups  need  a  basic  psychiatric  orientation  to  be  used  on  a  conscious  basis.     It  has  been  pointed 
out,  quite  correctly,   that  using  this  psychiatric  orientation  haphazardly  or  unconsciously   is  much 
less  effective  than  basing   it  on  a  lucid  awareness  of  the  psychological   forces  which  usually  operate 
in  the  newly  disabled  individual    (2),     Although  emotional   first  aid  may  be  necessary  and  emotional 
support   is  required,    it   is  well    to  remember  that  the  patient  usually  has  within  himself  the  restora- 
tive potentialities  needed  and  that  naive  interference  may  complicate  the  healing  process.  Further 
than  this,   too  rapid  removal  of  the  emotional   symptoms  may  jeopardize  the  outcome.     All   those  who 
deal  with  disabled  patients  should  understand  such  basic  principles  and  keep  within  their  area  of 
competency,   lest  they  aggravate  the  emotional   difficulties  that   invariably  arise  for  a  time  at  least. 

The  psychiatrist   is  but  one  of  the  team  of  specialists  and  auxiliary  workers  active  in  the 
rehabilitation  field.     Although  he  must  assume   important  diagnostic  and  therapeutic  functions   in  the 
more  difficult  and  complex  cases,  his  role   is  predominantly  advisory  and  educational.     His  contribu- 
tion should  grow  with  advances   in  his  specialty,  particularly  in  the  area  of  social   psychiatry  as  it 
opens  up  new  possibilities  for  treatment  and  prevention.     The  task  imposed  upon  those  of  us  who  are 
privileged  to  treat  our  fellow  man   is  as  unending  as   is  the  search  for  wisdom.     Every   insight  we 
attain  reveals  the  existence  of  more  questions  to  be  answered,  more  mysteries  to  be  revealed. 
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Reality,  including  man's  own,  is  inexhaustible.  So,  too,  are  the  uses  of  adversity.  Let  us  be  pre- 
pared to  make  these  our  servants,  not  our  masters. 
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PART  X 


INTEGRATION  OF  SERVICES 


In  any  interdisciplinary  field  involving  the  contributions  of  a  number  of  professions,  there  is 
the  necessity  of  integrating  these  contributions.  In  rehabilitation,  likewise,  it  is  necessary  that 
the  services  of  the  professional  specialists  be  integrated  for  the  greatest  benefit  of  the  client  or 
pat  i  ent . 

This   integration  of  services  poses  one  of  the  problems   in  rehabilitation.     A  few  feel   that  the 
solution  lies   in  reversing  the  trend  toward  professional   specialization,  so  that   insofar  as  possible, 
one  person  would  provide  the  essential   services.     But  whether  one  likes   it  or  not,    it  appears  that 
the  trend  toward  greater  specialization  cannot  be  reversed.     Nor   is   it  desirable  that  this  be  done, 
if  increasing  specialization  results,  as   it  should,    in  a  higher  quality  of  service. 

Others  would  solve  the  problem  by  having  one  person  responsible  for  organizing  and  integrating 
services.     In  most   instances  this  function  of  direction  of  the  rehabilitation  program  is  allotted 
to,  or  claimed  by,   the  physician.     But  while  there  is  no  need  to  dispute  the  physician's  responsi- 
bility for  medical   treatment  and  services,  many  of  the  services  provided  for  the  patient,  or  client, 
are  not  medical    in  nature,  and   it   is  questionable  whether  they  should  be  d  irected  or  supervised  by 
the  physician. 

Some  would  see  the  problem  of  co-ordination  of  services  as  an  administrative  one,  which  might 
be  performed  by  the  counselor,   the  social  worker,  or  a  special  member  of  the  team  known  as  a  co- 
ord i  nator . 

Whatever  the  administrative  solution,    it  remains  necessary  for  the  professional   staff  to  learn 
to  work  together.     The  problems  of  achieving  this  working  together  are  the  problems  discussed  under 
the  concept  of  teamwork.     The  many  aspects  of  this  problem,    including  problems  of  status,  profes- 
sional jealousies  and  rivalries,  and  conflicts  of   interpersonal    relationships,  have  been  referred 
to  i  n  the  1 i  tera tu  re . 

The  way  to  the  solution  appears  to  lie  in  the  concept  of  a  group  of  professional  equals,  working 
together  in  a  democratic  relationship.     The  acceptance  of  members  of  other  professions  as  competent 
equals   is  the  basis  of  a  good  working  relationship.     The  rehabilitation  counselor,  as  perhaps  the 
newest  professional    in  a  team  of  medical   specialists,   social  workers,  physical   therapists  and  occupa- 
tional  therapists,  among  others,    is  often  less  accepted  as  an  equal   by  the  others.     With  the  current 
profess ional i zat ion  of  the  field  of  rehabilitation  counseling,    it  seems  that  the  rehabilitation  coun- 
selor is  achieving  recognition  as  a  professional  person,  with  an  important  professional  and  technical 
contribution  to  make  to  the  total   rehabilitation  of  the  client.     The  demonstration  of  competence,  on 
the  basis  of  sound  professional   training,    is  perhaps  the  best  approach  for  achieving  acceptance  as  a 
member  of  the  rehabilitation  team. 
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PRINCIPLES  AND  TRENDS  IN  REHABILITATION 


Bertram  J.  Black 


Rehabilitation  is  a  magic  word.     It  has  a  nice  sounding  flavor.     It,   like  goodness,  democracy, 
mental  health,  and  recovery  warms  the  cockles  of  one's  heart.     Surely  it  is  in  keeping  with  the 
morals  of  our  culture  that  the  "helping  professional"  and  the  community  at  large  feel  satisfaction 
in  their  efforts  to  restore  the  handicapped  or  disabled  person  to  a  useful  place  in  his  community. 
But  whether  one  defines  rehabilitation  thus  broadly,  or  somewhat  more  specifically  as  the  development 
for  a  handicapped  individual  of  his  greatest  usefulness   in  the  socio-economic  community  to  the  high- 
est extent  possible  in  view  of  his  handicap,  does  this  rehabilitation  pose  anything  new  for  the 
health  and  welfare  services?    Have  not  the  social  agencies  and  the  health  services  been  involved  in 
thus  rehabilitating  for  many  years? 

The  methods  and  the  procedures  which  have  in  recent  years  received  so  much  acclaim  are,  to  my 
mind,  but  necessary  modifications  of  methods  and  procedures  which  we  in  social  and  health  work  have 
stood  for  since  the  dawn  of  professional  social  services  in  the  American  community.     Concern  with 
dependency  and  its  alleviation,  which  frequently  called  for  services  to  the  ill  or  handicapped 
member  of  the  family,  and  which  led  towards  eventual  economic  independence  of  the  family  unit,  was 
present  in  the  earliest  days  of  the  family  casework  services,  the  generalized  health  clinics,  and 
was  even  woven  into  the  conceptual   framework  of  many  of  the  public  welfare  programs.     But  what  could 
be  done  for  handicapped  people  was  limited  by  what  was  known  about  the  treatment  of  their  illnesses, 
and  by  the  sparse  social  and  economic  resources  available  to  meet  their  needs. 

What  has  thrown  the  pattern  of  rehabilitation  into  sharp  focus  today  has  been,  first,  World  War 
II  and  the  necessity  of  meeting  the  problem  of  the  wounded  veteran;  second,  the  advances  of  modern 
medicine  which  have,   in  terms  of  drugs,  therapies,  and  prostheses,   increased  the  possibility  of 
returning  the  ill  and  handicapped  to  greater  use  of  their  senses  and  muscles;  and  third,  the  chang- 
ing economic  picture  which  has  made  for  more  diversified  types  of  jobs  and  a  more  stable  economic 
setting  in  which  the  handicapped  can  compete  in  the  labor  market.     In  passing,   it  is  only  fair  to 
note  that  the  increasing  interest   in  and  development  of  societies  and  organizations  concerned  with 
tackling  each  of  the  major  disabling  illnesses  has  in  turn  stimulated  the  growth  of  modern  rehabili- 
tation services;  and,  of  course,  with  the  more  recent   interest  of  the  federal  government  and  the 
states,  there  is  a  snowballing  effect. 

The  experience  of  my  own  agency,  Altro  Health  and  Rehabilitation  Services,   is  illustrative  of 
the  long  sweep  of  the  community's  concern  with  rehabilitation,  and  the  changes  which  are  coming  about. 
Forty  years  ago,  without  the  label  "rehabilitation,"  we  entered  into  the  rehabilitating  of  one  illness 
group,  the  tuberculous.    We  were  concerned  with  the  return  of  the  arrested  tuberculous  patient  to  as 
great  a  usefulness  in  his  community  as  his  handicapping  condition  would  allow,  and  we  set  in  motion 
such  procedures  as  were  known  to  medical  science  to  ensure  the  restoration  of  as  much  of  normal  work 
capacity  as  the  organic  condition  would  permit.     No  one  had  heard  of  psychoanalysis  or  psychosomatic 
medicine,  and  yet  an  examination  of  the  program  in  its  detail   reveals  much  of  what  today  are  looked 
upon  as  modern  concepts  in  the  psychological   therapies.     Altro  was  not  unique  in  this.     Many  other 
family  services,  health  clinics  and  the  like,  provided  these  elements.     What  Altro  did  do,  which  was 
unique  for  its  time  and  remained  so  until   the  most  recent  years,  was  the  establishment  of  the  shel- 
tered workshop.     Its  uniqueness  was  not  in  its  establishment,  but   in  its  integration  with  the  medical 
and  social  services  of  its  parent  organization. 

The  sheltered  work  environment  was  conceived  not  so  much  as  an  extension  of  convalescence 
(though  it  is  still   frequently  called  "industrial  convalescence"),  but  as  a  transitional  experience 
toward  normal  work.     As  much  of  the  ordinary  work-a-day  world  was  provided  as  the  recent  patient 
could  stand.     Thus  the  factory  setting;  piece  work;  productions  records;  the  requirement  that  the 
patient-worker  be  present  the  full  work  day. 

A  ring  of  medical  protection  was  thrown  about  the  patient.     Included  were  medical  examinations; 
medical  prescriptions  as  to  hours  of  work;  registered  nurses  as  part  of  the  factory  management  staff; 
alternating  work  and  rest  hours;  adequate  rest  facilities. 

But  work  and  medical  care  were  recognized  as  often  not  enough.     Economic  necessity  required  sub- 
sidies to  income.     Family  problems  and  troubles  of  many  sorts  called  for  additional   help;   in  the 
early  days  by  nurses,   later  by  social  caseworkers. 


Reprinted  from  the  Journal  of  Jewi  sh  Communal  Serv  i  ce ,  1956,  32,  351-355  by  permission  of  the 
author  and  publ isher. 
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What  has  had  to  be  added   in  recent  years  have  not  been  changes   in  fundamental   principles,  but 
newer  techniques  and  methodology.     Of  course,  we  have  had  to  modify  our  medical  methods  because  of 
the  newer  antimicrobial   therapy  for  tuberculosis.     Of  course,   the  greater  recognition  of  the  psycho- 
logical component   in   illness,  and  the  therapeutic  techniques   in  dealing  with   it,  have  required 
increased  psychiatric  resources.     Naturally,   the  development  of  the  team  concept,  of  which   I  shall 
have  more  to  say,  has  required   its   introduction  in  our  program.     And.  alonq  with  all  of  this,  we 
have  had  to  recognize  the  contribution  which  the  newer  profession  of  vocational   counseling  and 
guidance  can  make  to  the  rehabilitation  process. 

Sociologically  speaking,  our  western  culture  has  for  many  centuries  been  concerned  with  the 
adequacy  of   its  services  to  the  lame,   the  halt,  and  the  blind.     The  lame  and  the  blind,  we  hear  much 
about;  and  rehabilitation  for  them  is  exemplified   in  the  dramatic  stories  which  come  today  from  the 
rehabilitation  centers  of  the  country.     Actually,   though,   the  hait  represent  by  far  the  largest  num- 
bers of  our  fellow  citizens  who  require  the  help  and  assistance  of  the  network  of  health  and  social 
services   in  each  community.     It  was  estimated   in  the  U.   S.   Census  of  1950  that  over  five  million 
such  folk  were   in  our  population;  and  the  National  Health  Survey   in  the  thirties  revealed  that  1173 
of  every  hund red- thousand  persons  had  been  disabled  for  at  least  twelve  months  prior  to  the  survey 
visit.     Six  hundred  and  eighty  of  these  were   ill  with  the  cardiovascular,  mental,   rheumatic,  and 
tuberculosis  ailments  alone.     It   is  this  group   in  our  population  towards  which  the  greatest  efforts 
in  rehabilitation  will   have  to  be  directed.     This   is  an  increasing  group.     Dr.   Edward  Weiss,  Profes- 
sor of  Clinical  Medicine  at  Temple  University,  said  recently  that  chronic  disease   is  "the  great 
unsolved  problem  of  present  day  medicine  and  a  challenge  of  the  first   importance  to  the  medical 
profession."    He  went  on  to  express  the  opinion  that  the  emotional   factors  were  of  the  first  impor- 
tance  in  the  treatment  of  these   illnesses,  and  this   is  just  as   true  of  what  Dr.   Howard  Rusk  calls 
the  third  phase  of  medical    treatment,  Rehabilitation,  as   it   is  of  the  first  and  second. 

In  our  experience  with  the  rehabilitation  of  chronic   illness,  and  we  can  speak  authoritatively 
now  with  regard  to  tuberculosis  and  of  heart  disease  and,  a  few  years  from  now,  we  hope  to  be  able 
to  speak  just  as  specifically  of  mental    illness,   there  are  some  principles  which  we  believe  are 
governing.     These  are,   first,   that  a  rehabilitation  service  of  value  to  the  patient  and  to  the  com- 
munity must  be  predicated  upon  adequate  knowledge  of  the  medical,   social,  and  psychological  factors 
for  the  individual.     Second,   there  must  be  a  realistic  assessment  of  goals  for  the  patient  and,  by 
this   I  mean  not  only  vocational   goals,  but  goals  with  regard  to  the  outcome  of  treatment  and  of 
social    living.     Third,   there  must  be  realistic  appraisal   of  the  time  sequence  necessary  to  effect 
rehabilitation.     Fourth,   there  has   to  be  proper  delegation  of  the  professional    responsibilities  in 
the  rehabilitation  services.     And   it    is  not  amiss   to   include  the  patient    in  this  principle.  Fifth, 
there  must  be  the  most  adequate   integration  of  the  services  and  resources  of  the  community   in  the 
interest  of  the  patient. 

Now,  by  adequate  knowledge  of  the  medical,  psychological,  and  social   factors,    it   is   important  to 
stress  that  rehabilitation,    in  the  sense   in  which  we  use   it,    involves  diagnostic  planning.     Just  as 
the  medical   aspects  require  d i agnos i s --d i f f e ren t i a  1   diagnosis,    if  you  will,  and  the  continual  modifi- 
cation of  the  treatment  procedures  as  added   information   increases  the  adequacy  of  diagnosis,  so  is  it 
true  for  the  social,  psychological,  and  vocational   aspects  of  rehabilitation.     But,  more  than  this, 
the  plan  for  rehabilitation  service  must  be  predicated  upon  the  meshing  together  of  the  diagnostic 
and  prognostic   information.     This   is  where  the  so-called  "team"  comes   into  play   in  rehabilitation. 
Rehabilitation  service,   therefore,    is  a  continuous  dynamic,  diagnostic,  and  planning  process.  In 
this,   the  knowledge  of  each  of  the  professional   disciplines   involved  serves  to  modify  the  opinions 
and  prognoses  of  each  other  so  that  a  balanced  plan  can  be  evolved. 

I   shudder  at  the  use  of  the  word  "team,"  although   I   have  no  better  one  to  substitute  for  it. 
"Team,"  like  "rehabilitation,"  has  a  pleasant  soc i o-cu  1  tu ra  1   sound  to  our  ears,  but   in  this  literal 
connotation  of  the  word  "team,"   I   cannot  quite  see  where  the  patient  fits.      If  this   is  a  team  of 
horses,    is  the  patient  the  lead  horse  or  the  driver?     If  the  analogy   is  drawn  from  a  game,    is  the 
patient  the  quarterback  or  the  football?     At  Altro,  we  conceive  of  our  medical   social  conferences 
as  panels  for  the  clearing  of   interrelated   information  for  the  evaluating  of  progress,  and  for  the 
tentative  formulation  of  prognosis  and  plans.     The  patient's  opinions,  desires,  and  motivations 
play  a  large  part   in  this  process. 

One  need  not  elaborate  on  the  necessity  for  a  realistic  assessment  of  goals.     But  a  word  as  to 
time  sequence  is   in  order.     Our  helping  professions  have  moved   in  the  direction  of  offering  their 
help  for  the   immediate  problems.     They  have  too  frequently  narrowed  their  areas  of  function.  They 
have  been  satisfied  that  help  given  to  the  extent  of  their  self-defined  area  of  function  is  suffi- 
cient to  satisfy  their  role   in  the  community's  affairs  and  to  meet  their  clients'   needs.     This  may 
be  so   in  many   instances,   but   it    is  not    in  the   rehabilitation  service  to  the  chronically   ill.  The 
time  sequence  of  the   illness   is   long.     The  dangers  of  relapse,  exacerbation,  dependency,  and  death 
are  always  before  the  patient  and  his  family.      Illness,  both  of  the  body  and  the  spirit,  frequently 
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have  existed  for  a  long  period  before  the  patient  comes  to  the  attention  of  the  rehabilitation  serv- 
ice   and  it  must  be  recognized  that  the  process  of  helping  in  return  to  useful    living  may  be  equally 
as  long,   if  not  of  greater  length.     The  rehabilitation  agency,    in   its  appraisal  of  the  needs  and  the 
services  to  be  rendered,  must  take  a  long  view.     At  Altro,    in  years  gone  by,  our  concern  for  the 
arrested  tuberculous  patient  stretched  for  his  life  span.     Even  in  our  concentrated  active  service, 
we  recognized  that  we  were  speaking  of  periods  that  lasted  on  the  average  of  two  or  three  years. 
Today,  with  the  newer  drugs,  we  still   think  in  terms  of  a  year's  average.     With  our  cardiac  patients, 
six  months  at  least   is  required  on  an  average  for  rehabilitation.     And,  following  the  immediate 
"active"  phase,  a  supportive  relationship,  either  through  medical  or  social   services,  or  both,  may 
be  required  for  the  patient  for  another  year. 

On  the  principle  of  delegating  professional   responsibilities,   it   is  gradually  becoming  clear  to 
many  of  us  that  rehabilitation  is  not  a  process  depending  upon  the  service  rendered  by  one  profes- 
sional helping  person  to  a  client  or  patient.      It   is  rather  a  process   in  which  a  variety  of  people- 
profess  ional  s  concerned  with  diagnosis  and  treatment,  nonprofessionals  related  to  work  supervision 
or  custodial  care,  and  the  patient  himself  as  well  as  members  of  his  family  or  other  primary  groups- 
play  their  assigned  parts  on  a  dynamic  stage.     The  production  manager   is  the  professional  "team." 
Who  is  in  front  of  the  lights  at  any  time  is  hopefully  at  the  manager's  direction,  but  there  is 
always  the  danger  that  the  script  may  be  revised   in  the  middle  of  the  act.     And,   in  the  event  of 
failure  by  the  star,  there  is  no  understudy.     The  more  experience  we  have  with  such  productions, 
the  greater  possibility  there  will  be  for  successful  performances. 

The  rehabilitation  agency  must  be  concerned  with  the  matrix  of  community  services  available  to 
serve  the  patient.     We  must  be  concerned  that  there  is  adequacy  of  continuous  medical  care  for  the 
people  we  serve  or,  with  physical  breakdown,  we  stand  the  chance  of  complete  loss  of  the  community's 
investment  in  rehabilitation.     We  must  be  concerned  that  at  stress  points   in  the  patient's  life  fol- 
lowing rehabilitation,  at  least  for  a  reasonable  period,   the  community's  resources  be  properly 
mobilized  to  assist,  or  the  affect  of  social   and  psychological  contagion  can  be  equally  as  great  as 
exacerbation  of  the  chronic  condition. 


The  community's  awakening  concern  with  service  to  its  chronically  ill  members  offers  an  oppor- 
tunity for  community  planning  and   interrelation  of  health  and  social   services  to  an  extent  not 
visualized  heretofore.     Take,  for  example,  one  illness  group—the  cardiovascular  diseases.      Is  there 
a  health  or  welfare  service,  or  vocational  or  employment  service,    in  existence  today  which  does  not 
almost  daily  deal  with  people  with  these  disabilities?     Recognizing  that  at  least  two-thirds  of  the 
disabling  condition  in  this   illness  group,    if  not   in  most  of  the  long-term  illnesses,     is  nonorganic 
in  its  origin,  though  it  may  be  in  its  symptoms,  one  can  immediately  see  that  no  single  service  of 
the  community  can  possibly  meet  all   of  the  needs.     We  at  Altro  are,  perhaps,  more  self-sufficient  in 
our  relation  to  this  chronic  illness  than  are  many  of  the  agencies  represented  here  today,  but  even 
our  services  would  be  meaningless  without  the  assistance  of  hospitals,  clinics,   family  casework 
agencies,  vocational   counseling  and  a  variety  of  training  resources   in  the  community.      I  am  most 
pleased  at  the  toddling  attempts  at   interrelationship  between  family  casework  and  medical  social 
services,  hospitals  and  clinics;  between  vocational   services  and  casework  and  psychiatric  resources; 
and  many  other  examples  of  co-operative  services  developing  today. 

In  conclusion,    I   should  like  to  say  a  word  about  "the  rehabilitation  profession."  Everyone 
seems  determined  to  create  a  new  profession.     The  graduate  schools  for  psychology,   the  vocational 
counseling  training  services,  departments  of  education,  schools  of  social  work,   institutes  of  physi- 
cal medicine  and  rehabilitation  are  sharpening  their  pencils  and  drawing  up  their  curricula  for 
"rehabilitation  specialists."     It   is  therefore  extremely   important  to  "remember  the  team."  Reha- 
bilitation is  practiced  by  no  single  profession,  but  by  a  composite.     The  social  caseworker  on  the 
team  is  no  less  a  social  caseworker  and  no  more  a  new  professional  specialist  than  before  she  entered 
the  rehabilitation  field.     The  vocational   counselor  should  be  a  good  vocational  counselor,  not  a  new 
rehabilitation  counselor.     The  doctor  should  be  an  expert   in  the  medical   field  of  the  illness  cate- 
gory.    The  physical  medicine  specialist  is  of  little  use  with  the  orthopedic  case  unless  he   is  good 
as  an  orthopedist,  nor   is  he  of  as  much  help  with  the  cardiac  unless  he  has  the  knowledge  of  the 
cardiologist.     The  new  elements  for  the  rehabilitation  professional  are  but  two:     First,  such  speci- 
fic knowledge  as  may  be  required  to  understand  the  ill   and  the  handicapped   (and   I  was  always  taught 
that  one  must  know  the  well   first  to  be  able  to  understand  the  ill);  and  secondly,   the  capability 
of  sharing  in  professional  judgment  with  members  of  other  professional  disciplines  as  equal  members 
of  the  team. 
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I NTERGROUP  PROBLEMS   IN  THE  DEVELOPMENT 
OF  REHABILITATION  COUNSELING 


John  W.  Gustad 


The  discovery  of  the  rehabilitation  problem  on  any  sizable  scale  by  counseling  psychologists  is 
comparatively  a  recent  event,  but  not  since  the  halcyon  days  of  the  Employment  Stablization  Research 
Institute  have  we  as  psychologists  shown  such  willingness  to  shift  our  gazes  from  the  benighted  and 
bewildered  college  sophomore  to  the  problems  of  the  great  unwashed.     This  new  territory  which  we 
have  begun  to  explore  looks  verdant  and  fresh.     Visions  of  myriad  doctoral  dissertations  compete 
with  visions  of  training  stipends  for  worthy  graduate  students.     Great  social   needs  abound,  for  here 
before  our  eyes  are  people  urgently  requiring  help  in  establishing  or  re-establishing  themselves  in 
the  world  of  work. 

Brandishing  aloft  the  needle-pointed  styli  of  our  Kuders,  we  sallied  forth  to  slay  dragons. 
Fortunately  or  unfortunately,  we  found  other  dragon  slayers  already  at  work.     Worse,   there  is  some 
feeling  that  they,  not  we,  are  better  qualified  dragon  slayers.     What  to  do? 

We  could,  of  course,   retreat  from  the  field.     There  will  always  be  college  sophomores.  We 
could,  on  the  other  hand,   slay  a  few  assorted  dragon  slayers  of  other  persuasions  until  we  had  the 
field  to  ourselves   (if  we  could  do   it).     We  could  jump   into  action  and  hack  away  at  that  part  of  the 
dragon  which  we  deem  most  appropriate  or  profitable.     Or,  we  could  try  getting  the  other  dragon 
fighters  together  to  plan  the  attack.     But   if  we  leave  the  field  now,  we  will    lose  face.     We  have 
been  seen,  and   it   is  too  late  to  duck  back  into  the  ivy  gracefully.     The  Veterans  Administration  for 
one  has   invested  considerable  time  and  money   in  us  on  the  assumption  that  we  could  and  would  do  some- 
thing.    Other  groups,  especially  those  more  than  a  little  tired  of  hearing  us  defend  our  vaunted 
scientific  purity  and  the  superiority  thereof,  would  draw  some   interesting  conclusions. 

What  about  taking  a  leaf  from  the  book  of  that   late  South  Chicago  group  dynamics  expert,  Al 
Capone ,  and  eliminating  the  competition?     In  the  first  place,  we  are  badly  outnumbered.     For  cynics 
who  believe  in  an   intellectual   equivalent  of  Gresham's   law,  we  probably  always  will   be.  Moreover, 
some  of  the  other  groups  are  under  the  protection  of  the  physical  medicine  people.     Retaliation  might 
take  the  form  of,   for   instance,   restrictive  legislation.     Also,   there   is  just  a  chance  that  these 
other  groups  have  something  significant  to  contribute. 

Finally,  what  about  getting   interested  parties  together  for  a   little  plenary  session?     It  may 
come  to  some  as  a  surprise,  but  such  sessions  have  been  going  on,  at   least   in  second  gear,  since  the 
end  of  World  War   II.     Moreover,  counseling  psychologists  have  not  been  present   in  any  sizable  numbers 
at  these  meetings  and  discussions.     Committees  have  met,   reports  have  been  made  and  adopted,  all  with- 
out much  help  or  hindrance  from  us.      Is   it  too  late  for  us  to  get  our   licks   in?     I  do  not  know,  but  I 
would  surmise  that  a  frontal   attack  by  us  would  accomplish  a  rapid  and  probably  undesirable   (from  our 
point  of  view)  crystallization  of  opinion   in  groups  still   struggling  with  the  problem.     This   is  a 
sensitive  problem  in  group  relations;  we  may  have  to  become  social   psychologists  for  a  while   if  we 
are  to  handle   i  t. 

Who  are  these  other  groups  who  beat  us  to  the  scene?     There  are  social  workers  of  several  kinds 
of  specialization;   there  are  physicians,  especially  those   interested   in  physical  medicine  and  reha- 
bilitation;  there  are  federal   and  state  employment  service  counselors;   there  are  counselors   in  state 
departments  of  vocational    rehabilitation;  there  are  workers   in  occupational   and  manual   arts  therapy; 
there  are  others,  but  the  list   is   long  enough  now. 

In  1950,   the  Board  of  Directors  of  the  National   Rehabilitation  Association  adopted  a  report 
concerned  with  personnel   standards  and  training.      In  that  report  are  detailed  the  elements  of  the 
rehabilitation  counselor's  job.     These  are   (l)   "A  rehabilitation  diagnosis  which  takes   into  account 
all    the  assets  and  limitations  of  the   individual    in  every  aspect  of  his  experience....      (2)  A  pro- 
fessional  counseling  relationship  continuing  from  the  time  of  recognition  of  disability  to  the 
attainment  of  his  greatest  competitive  capacity.      (3)  A  discriminating  use  of  all  community  services 
and  resources...."    This   is  a   large  order. 

The  School  of  Social  Welfare  at  U.   C.   L.  A.   approached  the  problem  of  definition  by  going  beyond 
the  usual  question  of  what  does  a  rehabilitation  counselor  do  to  the  question  of  why  the  rehabilita- 
tion counselor   is  needed  in  the  first  place.     Out  of  such  considerations  came  this  definition: 
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The  essential   role  of  the  counsel  or ... i s  to  help  the  client  envisage  and  make 
his  own  an  achievable  goal,  to  help  him  utilize  actively  the  resources  and  serv- 
ices by  means  of  which  he  can  move  toward  that  goal,  to  help  him  reappraise  and 
modify  the  specific  goal  as  circumstances  warrant,  and  to  help  develop  the 
potentialities  of  the  client's  total  situation  to  serve  more  effectively  the 
rehabilitative  process. 

The  emerging  concept  of  the  rehabilitation  counselor  is  pretty  well  described  by  Hamilton  in 
his  book  (I).     If  I  understand  him,  he  is  proposing  a  kind  of  co-ordinator  of  services  who  can  both 
mobilize  resources  for  the  client,  drawing  on  specialists  of  all   kinds,  and  at  the  same  time  provide 
a  relationship  with  the  client  in  which  the  latter  can  work  through  the  rehabilitative  process.  At 
first  glance,   there  are  striking  resemblances  between  this  rehabilitation  counselor  and  Hahn  and 
MacLean's  general  clinical  counselor.     But  as  we  look  beneath  the  surface  at  the  details  of  the  job 
and  then  ask  ourselves  about  the  skills  and  training  required,  some  disquieting  doubts  arise. 

To  return  to  the  N.R.A.  report,  the  skills  required  are  listed  as  follows:     "(1)  Ability  to 
establish    and  maintain  a  counseling  relationship....     (2)  An  understanding  and  acceptance  of  human 
behavior  and  motivation....     (3)  Evaluation  of  personality  characteristics,  skills,  aptitudes, 
interests,  and  capacities....     {k)  Specialized  knowledge  of  physical   and  psychological  handicaps. 
(5)  Knowledge  of  the  nature  of  job  requirements,  trends,  opportunities,  and  markets....     (6)  Famili- 
arity wi  th  empl oyment  procedures   in  all   fields....     (7)  Ability  to  devel op  and  ut  i 1 i  ze . . . commun  i  ty 
resources.     (8)  Ability  to  create... an  improved  understanding  of  total  rehabilitation...." 

Points  1  through  3  in  particular  are  of  interest  to  us,  for  these  are,  or  at  least  we  have  long 
thought  them  to  be,  our  cornerstones.     Apparently,  the  rehabilitation  counselor  is  expected  to  be  a 
counseling  psychologist  as  well  as  a  social  worker.     If,  within  the  normal   two-year  master's  program, 
any  individual  can  achieve  satisfactory  levels  of  skill   in  both  professional   fields,   1  would  be 
amazed.     I  was  therefore  particularly  interested  in  the  training  program  being  considered  for  the 
School  of  Social  Welfare  at  U.C.L.A.     Many  substantial  changes  are  being  made  and  others  contemplated, 
but  the  program  as  described  is  presumably  designed  to  turn  out  adequately  trained  counselors.  Con- 
cerning their  curriculum,  school  officials  state,  "It  will  be  noted  that  the  curriculum  as  currently 
in  effect  has  no  room  for  electives,  nor  does  it  include  courses  offered  by  any  department  other  than 
Social  Welfare."     Instructional   staff,  however,  was  to  have  been  drawn  from  several   fields  including 
psychology. 

In  the  program,  four  courses  were  designed  to  teach  students  all   they  presumably  need  to  know 
about  people.     These  courses  were:     The  Dynamics  of  Personal  Well-Being;  Social,  Economic,  and 
Cultural  Factors  Affecting  Social  Work;  Social  Aspects  of  Physical   and  Mental  Health;  Special  Prob- 
lems Affecting  Physical  and  Mental  Health.     So  far  as  one  can  tell,  these  are  general  orientation 
courses,  not  deeply  substantive  in  their  nature.     There  is  little  indication  of  any  attention  to  the 
skills  needed  to  select,  administer,  and  interpret  psychological   tests.     Yet  this  is  part  of  the  job, 
at  least  as  seen  by  the  N.R.A. 

I  do  not  wish  to  pillory  social  work.     Social  workers  may  well  be  better  trained  than  the  aver- 
age operating  counselor  in  this  field.     But  their  ideas  and  standards,  disturbing  as  they  may  be  to 
us,  are  current  and  powerful.     We  shall   have  to  deal  with  them  if  we  are  to  effect  any  co-operative, 
joint  programs. 

It  might  be  of  interest  to  consider  briefly  some  of  the  things  which  we  apparently  are  perceived 
of  as  lacking,  things  which  others  think  we  need  to  become  competent  rehabilitation  counselors.  The 
comparisons  were  not,  so  far  as  I  could  determine,  based  on  observations  of  ABEPP  diplomates  but 
rather  on  people  of  somewhat  lesser  qualifications  who  were,  nevertheless,   identified  as  psychologists. 
The  disturbing  fact  is  that  the  number  of  ABEPP  counseling  psychologists  engaged  in  rehabilitation 
counseling  is  infinitesimal. 

In  the  first  place,  we  are  seen  as  not  knowing  very  much  about  the  great,  cold  world.     We  are 
pretty  good  at  studying  individuals  in  isolation,  but  we  just  do  not  have  much  skill   in  dealing  with 
the  environment.     A  second  comment  is  that  we  lack  high  level  skills   in  interviewing.     Some  faddists, 
of  course,   insist  that  we  can  never  be  "saved"  until  we  have  been  analyzed.     Still  another  shortcom- 
ing is  our  lack  of  medical     information.     This  is  obviously  important  in  working  with  medical  problems. 
Certainly,  there  are  few  graduate  training  programs  for  counseling  psychologists  which  make  this  kind 
of  information  an  explicit  requirement.     These  are  but  three  current  comments  regarding  our  shortcom- 
ings.   They  interested  me  partly  for  their  actual  content  but  more  as  indicators  that  we  are  not  going 
to  be  welcomed  with  open  arms  as  prophets  who  have  come  to  lead  the  children  out  of  the  wilderness. 

We  are  facing  difficult  and  challenging  days.     We  must  face  the  fact,  unpleasant  as   it  may  be 
to  some,  that  we  are,  for  the  moment  at  least,    in  a  competitive  situation  with  other  professional 
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groups.     It   is  to  be  hoped  that  competition  will  develop   into  co-operation,   for  there  is  more  than 
enough  work  to  go  around.     1  believe  that  our  strength  lies  to  a  considerable  extent   in  our  being  the 
only  group   involved  which   is  an   integral   part  of  a  science.     I   for  one  am  mildly  optimistic  about  our 
chances  of  working  through  this  phase  and  into  new  and  more  profitable  conceptions.     But,  time  is 
running  out. 
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SOME  DYNAMIC  ASPECTS  OF  INTERPROFESSIONAL 
PRACTICE   IN  REHABILITATION 


Florence  Hasel korn 


Social  workers  in  rehabilitation,  as  in  other  expanding  fields  in  which  we  participate  in 
interdisciplinary  practice,  have  the  kind  of  bifocal   responsibility  that  makes  extra  demands  for 
personal  and  professional  maturity.     The  need  to  be  differentiated  and  the  simultaneous  need  to  be 
integrated  are  not  easily  brought  into  balance.     At  this  moment  in  our  development  as  a  profession, 
the  need  for  differentiation  is  reflected  in  our  concern  with,  and  our  prodigious  efforts  toward, 
conceptualization.     We  appear  to  have  accepted  the  responsibility  of  factoring  out  the  complex  of 
characteristics  peculiar  to  social  work  and  of  identifying  and  systematizing  our  particular  knowl- 
edge and  method. 

The  special  and  often  unsettling  demand  placed  on  the  caseworker  in  rehabilitation  is  that  he 
integrate  his  contribution  with  that  of  other  professional  disciplines.     Undoubtedly  we  would  be 
less  uneasy  and  better  prepared  for  this  task  were  we  farther  along  the  road  to  differentiation. 
Our  commitment  to  meeting  needs  of  people,  however,  does  not  permit  us  the  luxury  of  awaiting 
answers  to  some  of  the  searching  and  perplexing  questions  we  have  put  to  ourselves.     In  rehabilita- 
tion, we  have  to  contribute  to  a  process  that  cuts  across  professional  disciplines  and  often  blurs 
professional  divisions  of  labor.     Although  an  integrated  theory  of  human  behavior  still  eludes  the 
social  and  behavioral  sciences,  modern  medical  care  concepts  and  especially  rehabilitation  philosophy 
increasingly  are  moving  toward  a  synthesis  of  efforts  in  attempts  to  overcome  the  partisan  and  dis- 
torted view  that  specialization  breeds.     Interdisciplinary  collaboration,  although  still  fumbling 
and  awkward,   is  the  only  process  so  far  evolved.     Obviously,  adding  an  increasing  array  of  diverse 
specialists  to  the  diagnostic  and  treatment  team  does  not  in  itself  yield  a  unified  approach  to  man 
and  his  problems.     The  key  is  to  be  found  in  integration  of  the  diverse  efforts,  and  the  chief  prob- 
lem pertains  to  the  "how"  of  integration. 

Although  any  examination  of  practice  must  include  consideration  of  several   interrelated  struc- 
tural and  functional   themes,   I  shall  discuss  primarily  the  dynamic  and  affective  aspects  of  social 
work's  relationship  with  other  professions  as  these  influence  the  integrative  process.     Defining  the 
role  of  the  social  worker  in  rehabilitation  is  complicated  by  the  fact  that  there  is  no  one  defini- 
tion of  rehabilitation  itself.     Current  definitions  vary  from  those  that  are  based  on  the  narrow 
restrictive  formulations  of  physical  medicine  and  vocational   retraining  to  those  that  encompass 
broad,  all-inclusive  goals  similar  to  the  ones  long  subscribed  to  by  social  caseworkers. 

In  practice,  rehabilitation  is  usually  defined  in  relation  to  the  limits  set  by  agency  structure 
and  function.     Suggestive  of  the  lines  of  inquiry  being  pursued  are  the  following  questions:     (1)  Is 
rehabilitation  a  new  label  or  a  new  product?     (2)   Is  it  a  method  or  a  goal?     (3)  Does  it  have  an 
identifiable  body  of  knowledge?     (h)    If  so,    in  what  professional   school    is   it  taught  and  who  are  its 
practitioners?     (5)   Is  it  not  just  reorganization  of  content  derived  from  several  allied  disciplines 
with  common-core  knowledge?     (6)  Where  does  it  begin  and  where  does  it  end?    Then  there  are  juris- 
dictional questions  that  plague  us.     For  example,   in  the  treatment  area  that  is  concerned  with  the 
attitude  of  the  patient  toward  recovery  and  work  adjustment,  what  are  the  roles  of  the  counseling 
psychologist,   the  rehabilitation  counselor,  and  the  caseworker?    These  questions  are  not  merely  a 
matter  of  semantics;  they  indicate  problems  that  need  to  be  tackled.     The  answers  to  the  questions 
will  not  be  derived  from  theory  but  will  be  evolved  out  of  empirical  knowledge. 

In  spite  of  all   this  complexity,  there  is  common  agreement  that  a  basic  skill   in  the  professional 
armamentarium  is  skill    in  interprofessional  collaboration.     Yet  few  of  us  have  had  any  special  prepa- 
ration for  developing  this  skill.     Can  it  be  assumed  that  somehow  we  shall  acquire  this  skill  along 
the  way?     Can  we  just  play  it  by  ear?     Are  good   intentions  sufficient?     Can  we  be  content  with  the 
well-mannered  acknowledgement  that  one  profession  makes  to  another,  which  is  then  passed  off  as 
readiness  to  collaborate?    Will  still  another  course  be  added  to  an  already  overburdened  profes- 
sional curriculum? 


Reprinted  from  Soc  i  a  1  Casework ,  1958,  37,  396-^00  with  the  permission  of  the  author  and  the 
publ i  sher . 
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Motivation  for  Collaboration 


In  all    interaction  and   interrelationships  communication  is  the  main  artery.     The  wealth  of 
research  material   developed  by  sociology,  psychology,  semantics,  and  mass  communication  attests  to 
the  complexity  of  communication.     The  basic  principle  that  successful  communication  and  collabora- 
tion depend  upon  motivation  seems  obvious.     Have  we  sufficiently  examined  and  faced  up  to  our  readi- 
ness to  work  in  concert  with  the  increasing  number  of  specialists  and  the  proliferation  of  community 
agencies?     Obviously  no  one  profession   is  able  to  provide  an  integrated  and  comprehensive  service  to 
the  chronically   ill  or  disabled  who  need  to  be  rehabilitated.     Nor  can  any  one  social  agency  meet  the 
multidimensional   needs  of  the  total   person.     We  have  little  difficulty  accepting  these  facts  intel- 
lectually.    Emotionally  and  operationally,  however,   social  work  must  accept  the  fact  that   it   is  only 
one  in  a  whole  configuration  of  treatment  disciplines,  and   it  must  give  up  the  traces  of  professional 
insularity  and   isolationism  that  still   persist.     Although  social  work  did  not  grow  up   in  isolation, 
its  practitioners  have  for  a  time  and   in  some  places  enjoyed  the  security  and  comfort  of  protected 
settings.     Such  protect i veness   is   less  and   less  characteristic  of  our  changing  institutional  patterns. 
The  challenge  of  change  faces  all   professions  and  makes  new  demands  for  flexibility,  accommodation, 
and   interdependent  functioning  which  are  naturally  accompanied  by  a  disturbance  of  professional 
equ  i 1 i  b  r  i  urn . 


Vested  Interests 


The  sociologists  use  the  word  "ethnocent r i sm"  to  describe  the  attitude  that  eievates  one's  own 
group  at  the  same  time  that   it  devaluates  other  groups.     In  all   professions,  e thnocent r i sm ,  profes- 
sional  narcissism,  and  fear  of  encroachment  on  vested   interests  retard   interprofessional  communica- 
tion.    The  safeguards  against  these  tendencies  are  to  be  found   in  recognizing  when  we  are  responding 
inappropriately  because  of  a  threat  to,  or  an   invasion  of,  our  domain.     With  such  recognition  should 
come  a  readiness  to  give  up  rigidities  and  to  re-examine  some  of  our  orthodoxies   if  no  fundamental 
issues  are  at  stake.     It   is  natural    that  we  should  want  to  retain  our  separateness  and  identity  out 
of  our  conviction  about  our  principles  and  methods.     Clients,  however,  should  not  become  the  victims 
of  professional   preoccupation  with  functional  squabbles. 

From  all   present   indications,  an  abundance  of  human  problems  will  be  with  us  for  some  time. 
Many  new  patterns  will   emerge  out  of  the  crumbling  of  discrete  boundaries  of  knowledge  and  out  of 
the  confluence  of  thought  among  the  helping  professions.      it   is  doubtful,  however,   that  a  new  super- 
specialist  with  global   knowledge  and  skills  will   arise  to  fuse  all   existing  professional   roles.  It 
is   likely,   too,   that  a  society  that  has  sanctioned  and  supported  social   services  through  governmental 
and  voluntary  social   structure  will   continue  to  do  so.     Our  place   in  the  matrix  of  human  relations 
professions   is  dependent  not  so  much  on  sanctimonious  claims  and  promises  as  on  our  continued  rooted- 
ness   in  giving  service.     While  the  patterning  of  services   is  undergoing  change,  social  work  is,    in  a 
sense,  under  test  with  regard  to  its  traditional  ways  of  operating. 


Status  Problems 


Status  problems,  as  well   as  vested   interests,  cause  barriers   in  communication.     They  are  reveal- 
ed within  our  own  ranks  as  well   as   in  our  relationship  to  other  disciplines.     Sometimes  we  have 
assigned  a  high  status  value  to  therapy  or  counseling  and  have  held  social   treatment   in  lower  esteem, 
thus  causing  some  confusion   in  interprofessional   communication.     We  are  apt  to  lose  our   identity  as 
caseworkers   in  an  identification  with  professions  of  higher  status,   such  as  psychiatry.     In  the  cur- 
rent climate,    identification  with  the  soc  i  a  1    in  social  work  will   do  much  to  correct  the  distorted 
image  of  our  profession  sometimes  held  by  others. 

When  social  work   is  not  the  primary  discipline,   status  problems  are,  of  course,  heightened. 
Status  anxiety  in  a  culture  that  places  high  value  on  prestige  ranking  is  a  social    reality.  We 
appear  overly  concerned,  however,  with  our  position  and  role   in  the  status  hierarchy.     Too  often  our 
role   in  the  professional   group  process   is,   to  borrow  an  expression  from  group  dynamics,   that  of 
"recognition  seeker."    We  know  that  seeking  approval   and  recognition   is  a  costly  and  elusive  pursuit 
that  consumes  an  undue  amount  of  energy.     Hurt  feelings  and  our  defensive  measures  against  them  can 
characterize  professional   as  well   as  personal   behavior  and  can   intrude   in   interprofessional  relation- 
ships.    As  for  status,  we  probably  have  more  than  we  think  we  have  and  will   always  have  less   than  we 
think  we  ought  to  have. 
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Other  Communication  Barriers 


Faulty  communication  arises  out  of  a  lack  of  understanding  of  other  professions.     We  lament  the 
extent  to  which  we  are  misunderstood.     Do  we  make  sufficient  effort  to  understand  other  professions 
with  whom  we  work--their  frames  of  reference,  value  systems,  and  idiosyncrasies?    We  cannot  be  ex- 
pected to  become  informed  about  every  subculture;  however  we  do  need  familiarity  with,  and  respect 
for,  the  unique  contributions  and  characteristics  of  each.     What  are  our  perceptions  of  our  profes- 
sional colleagues?    We  resent  the  stereotyping  of  social  workers;  yet  we  need  to  avoid  thinking  in 
stereotypes  about  doctors,  nurses,  occupational  therapists,  psychologists,  or  rehabilitation  coun- 
selors.    Heterogeneity  characterizes  every  profession  in  terms  of  educational  background,  theoretical 
framework,  degree  of  professional  development,  and  aptitude.     Gulfs  and  cleavages  can  be  narrowed, 
and  tolerance  can  be  increased  with  mutual  understanding.     Although  all  of  these  facts  seem  self- 
evident,  effective  collaboration  continues  to  be  obstructed  by  the  professions'   lack  of  orientation 
to  each  other. 

Often  communication  is  hampered  because  our  material  originates  in  a  different  value  system  or 
does  not  fit  into  the  experiential  framework  of  another  professional  person.     A  simple  illustration 
may  help  to  pinpoint  this.     It  may  mean  nothing  to  a  member  of  the  medical  discipline  for  us  to 
speak  of  "beginning  where  the  patient  is,"  when  his  own  orientation  may  be  to  the  patient  as  a  pas- 
sive recipient  of  services  bestowed  on  him.     The  period  when  we  assumed  major  responsibility  for 
people,   initiated  and  executed  plans  without  client  participation,   is  not  so  far  behind  us  that  we 
should  be  intolerant  of  residues  persisting  in  a  discipline  that  has  many  authoritarian  overtones. 
Didactic  discussion  may  not  make  the  point,  but  we  have  ample  evidence  from  our  own  experience  to 
show  that  our  assumptions  have  been  tested.     We  need  to  draw  upon  our  case  material  more  fully  in 
interprofessional  exchange.     While  an  understanding  of  the  values  of  other  professional  subcultures 
does  not  imply  that  we  always  agree  with  them,   it  does  help  to  reduce  the  impatience  and  irritation 
that  create  barriers. 


Resistances  and  criticism  directed  toward  us  sometimes  stem  from  the  claims  we  make.  The 
realistic  limitations  of  a  profession  are  more  acceptable  to  scientifically  based  disciplines  than 
hypotheses  or  assumptions  that  are  passed  off  as  facts.     We  can,  of  course,  anticipate  some  skepti- 
cism from  those  trained  in  more  rigorous  scientific  methodology.     Our  increasing  research-mi ndedness 
should  yield  some  profit  in  our  relations  with  professions  based  in  the  biological  and  physical 
sciences . 


Language  is  one  of  the  primary  tools  of  communication.     Social  work  continues  to  take  a  pummel- 
ing  about  its  terminology,  yet  this  is  not  our  peculiar  occupational  disease;  every  profession  has 
its  own  verbiage.     The  problem  is  compounded  in  those  fields  that  deal  with  abstractions  and  causal 
relationships  in  human  behavior.     At  least  we  should  not  add  to  the  implicit  ambiguities  of  language 
out  of  subjective  needs.     When  do  we  hide  behind  terminology  to  cover  loose  or  fuzzy  thinking?  When 
does  esoteric  jargon  mask  professional   insecurity  or  self-doubts?    Se 1 f -scrut i ny  will  help  us  use 
language  to  transmit  ideas  and  not  as  a  defensive  component  in  professional  relationships. 

Some  pitfalls  lie  in  the  opposite  direction.     Out  of  eagerness  to  avoid  technical  terminology, 
we  occasionally  have  gone  to  the  extreme  of  overs i mp 1 i cat i on ,  with  the  result  that  meaning  is  watered 
down  and  content  diluted.     Overs  imp  1 i cat i on  also  may  render  a  contribution  ineffective,  since  col- 
leagues might  resent  being  talked  down  to.     Attention  span  will  be  lessened  and,  as  a  result, 
interest  lost. 


Our  renewed  exposure  and  receptivity  to  soc i ocu 1 tura 1  concepts  have  brought  additional  linguis- 
tic problems.     Are  we  expressing  some  shared  concepts  differently?     In  other  instances,  are  we  using 
similar  terms  to  mean  different  things?     Communication  can  be  made  comprehensible   if  we  make  our 
operational,   if  not  yet  our  conceptual,  definitions  of  terms  explicit.     Often  the  problem  is  over- 
stated.    In  daily  practice,   language  barriers  are  less  divisive  when  disruptive  affective  factors 
are  minimal . 


Social  workers  in  rehabilitation  have  a  significant  and  unique  contribution  to  make  to  an  over- 
all climate  that  is  conducive  to  ease  of  communication.     We  can  contribute  to  an  atmosphere  of  mutual 
acceptance  and  support  among  team  members.     When  feelings  of  frustration,  uncertainties,  anxiety,  and 
hostility  of  staff  toward  patients  are  not  outlawed  in  the  interprofessional  group  and  when  mutual 
stresses  can  be  aired  without  fear  of  criticism  from  colleagues,  patients  are  less  apt  to  bear  the 
brunt  of  the  subjective  attitudes  of  staff.     Our  sensitivity  and  empathic  response  to  feelings  of 
colleagues,  and  the  techniques  familiar  and  available  to  us  from  our  understanding  of  interpersonal 
dynamics,  can  significantly  affect  the  contribution  that  we  can  make  in  our  work  with  patients. 

Through  collaboration,  we  also  have  the  opportunity  to  impart  some  of  our  central  principles  and 
basic  attitudes  toward  people--the  need  for  self-awareness  and  se 1 f -d i sc i pi i ne  as  helping  persons, 
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acceptance  of  feelings,  client  participation,   the  dignity  of  the  individual,  viewing  the  client  as 
an   interacting  member  of  a  family  and  social   group.     We  not  only  have  the  opportunity  but  the  obli- 
gation to  bring  these  principles  to  bear  on  the  rehabilitation  process.     Our  effectiveness  will  be 
proportionate  to  our  skills  in  functioning  in  such  a  way  as  to  decrease  rather  than  to  reinforce 
def ens  i  veness . 

It  requires  no  further  elaboration  to  indicate  that  the  dynamics  of  professional  interrelation- 
ships are  the  dynamics  of  human  relations   in  group   interaction.     There  is  no  substitute  for  self- 
examination  and  awareness   in  learning  to  cope  with  the  potential   strains   in  any  co-operative  effort. 
If  personal  and  professional   self-examination  caa  be  disquieting,    it  can  also  work  to  strengthen  our 
contribution  to  rehabilitation  services.     We  have  much  knowledge  and  skill   that   is  transferable  to 
our  relationships  with  other  professions. 

The   interdisciplinary  process  also  provides  an  opportunity  for  social  workers  to  bring  their 
influence  to  bear  on  institutions  for  the  purpose  of  enriching  the  quality  of  services.     We  can  help 
to  guard  against  the  elimination  of  the  personalized  relationship.     Handicapped  people  need  the 
security  and  continuity  provided  by  a  single  personality.     This  person  can  be  any  member  of  the 
rehabilitation  team,  but  frequently   it   is  the  social  worker  who  provides  an  underlying  continuity 
in  the  relationship.     This  comes  about  because  of  the  worker's  psychosocial   focus,  his  conscious 
use  of  the  worker-client  relationship,  his  skill    in  dealing  with  resistances,  his  being  able  to 
help  people  make  maximum  use  of  every  phase  of  the  rehabilitation  process,  and,   finally,  his 
responsibility  toward  the  community.     Although  other  professions  encompass  the  total  person  in 
their  diagnosis  and  treatment,   they  are  more  related  to  a  specific  focus  and  do  not  assume  re- 
sponsibility for  effecting  change   in  areas  other  than  their  own. 

Policy  decisions  and  structural   supports  provided  by  administration  can  significantly  impede  or 
facilitate  the   integrative  process.     Clarity  about   lines  of  responsibility  and  a  democratic  climate 
in  which  leadership  is  not  abdicated  obviously  influence  the  productivity  of  professions.  Institu- 
tional  power  structures  can  markedly  paralyze  collaboration  owing  to  the  tensions  and  rivalrous 
feelings  generated.     Many  of  the  positive  and  negative  feeling  tones   in  interprofessional  relation- 
ships flow  from  the  organizational  climate. 

Some  caution   is  needed  in  relation  to  the  esteem  accorded  to  teamwork.     At  best,   the  most 
effective  interprofessional   collaboration  will   provide  only  imperfect   integration.     We  must  not  be 
guilty  of  extolling  teamwork  as  though   it  were  an  end   in   itself  rather  than  a  means  to  an  end.  It 
has  no  commodity  value  of   its  own.      It  can  deter   individual   enterprise  and  creativity  and  can  become 
organized   irresponsibility.      It  has   the  potential   for  dehumanizing  the  helping  process  by  strangling 
it  with  overstructured  processes  and  mechanical   procedures.      In  many  areas  of  contemporary  life 
reaction   is  setting   in  against  the  doctrinaire  worship  of  groupism  as  an  end   in   itself.     About  all 
we  can  say  is  that,    in  our  present  state  of  knowledge,   teamwork   is  a  compelling  necessity  in  rehabili- 
tation. 


Implications  for  Education 


Some  of  the  implications  for  learning  are   implicit   in  the  above  discussion.     We  need  to  know 
considerably  more  about  our  participation  on  teams.'     Objective  methods  of  recording  team  process 
have  yet  to  be  devised.     The  field  of  group  dynamics  has  something  to  offer   in  helping  us  gain 
insight   into  our  system  of  relationships.     Sociometric  tools  are  available,  although  they  present 
some  limitations   in  usefulness.     For  example,  only  formal   conferences  can  readily  be  subjected  to 
analysis,  yet  these  are  only  one  segment  of  our   interrelationships.     Then,   too,   the  question  of 
whether  the  worker  is  a  participant  or  an  observer  has  no  ready  answer.     Nevertheless  group  dynamics 
is  an  approach  that  merits  further  trial   and  experimentation. 

Interdisciplinary  workshops  focused  on  communication  problems  and  mutual   examination  of  opera- 
tional  patterns  will   promote  understanding.      Industry  seems  much  more  sophisticated  than  social  work 
in  the  way  it  has  developed  training  for  staff   in  human  relations.     Agencies  can  be  more  creative  in 
providing  staff  education  and  orientation  opportunities. 

Opportunities  offered  in  student  training  experience  for  development  of  skills   in  interprofes- 
sional practice  should  not  be  overlooked.      In  the  classroom  the  trend  toward  cross-discipline  teaching 


Since  this  paper  was  delivered,  an  excellent  beginning  has  been  made   in  "A  Pilot  Study  of 
Medical   Social  Workers'    Interdisciplinary  Conferences,"  1956,  by  a  subcommittee  of  the  Committee 
on  Medical   Social  Work  Practice  of  NASW. 
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is  opening  new  horizons,  and  the  re-evaluation  of  curricula  offers  promise  of  important  changes  in 
training  students  to  assume  a  more  truly  professional  role.  Here  we  are  on  less  sure  ground.  But 
some  experimentation  in  sharing  parrs  of  common  curriculum  content  among  allied  professions  should 
extend  our  perceptions  and  initiate  mutual   understanding  early  in  professional  development. 

In  the  social  work  field,  efforts  are  being  directed  toward  incorporating  other  methods  besides 
casework  in  teaching.     Untapped  sources  exist   in  agency  placements  which  can  be  drawn  upon  for  more 
purposeful  and  conscious  learning  and  which  would  also  make  us   less  reliant  on   i nte I  1 ectua 1 i zed 
learning  about  "the  other  professions." 

We  have  long  recognized  the  value  of   identification   in  learning.     Role  learning  starts  in 
student  training,    in   identification  with  one's  supervisor,  and  with  members  of  one's  profession. 
Supervisors  need  not  only  to  teach  the  dynamics  of  collaboration,  but  also  to  provide  students  with 
an  appropriate  role  model   if  the  students  are  to  take  their  place  with  any  security  among  other  pro- 
fessional persons.     Finally,  education   is  a  circular  affair.     Schools  of  social  work  draw  upon  prac- 
tice, and  practice,    in  turn,   relies  upon  the  schools  for  leadership.     We  must  be  able  to  provide 
educators  with  a  more  precise  knowledge  of  the  quality  and  content  of  our  communication  patterns. 

In  conclusion,  although   I  have  focused  attention  on  social  workers,    I  do  not  mean  to  suggest 
that  responsibility  for  the  success  or  failure   in  collaboration   is  solely  ours.     Heightened  aware- 
ness of  our  own  activity  will   contribute  immeasurably  to  our  effectiveness   in  joint  efforts.  There 
can  be  no  question  about  the  necessity  for   integrating  the  helping  processes   in  dealing  with  human 
bei  ngs . 


311 


TEAMWORK--A  DEMOCRACY  OF  PROFESSIONS 


Frederick  A.  Whitehouse 


In  the  rehabilitation  of  a  human  being,   there  is  but  one  procedure,  one  purpose,  and  one  method. 
The  method  is  the  whole-person  approach;   the  purpose   is  the  satisfaction  of  every  important  need  of 
the  handicapped  person;  and  the  procedure   is  one  which  deals  with  the  organismic  treatment  of  the 
client.     Since  artificial   barriers  are  set  up  by  law,  custom,  or  educational  qualification  to  divide 
knowledge  and  procedures   into  separate  professional   fields,  each  subdivision  of  this  one  discipline 
must  recognize  and  accept  the  interwoven  fabric  of   its  fellow  professions.     We  must  all  understand 
that  there  are  no  discrete  categories  of  scientific  endeavor.     Professions  are  only  cross-sections 
of  the  over-all  continuum  of  human  thought.     Fundamentally  no  treatment   is  medical,  social,  psycho- 
logical, or  vocat i ona 1 --al 1    treatment   is  total.     Yet  members  of  each  profession  within  the  narrowness 
of  their  own  training  and  experience  will   attempt  to  treat  the  whole  person.     Obviously,  no  one  pro- 
fession can  do  this  adequately  under  present  conditions.     The  closest  approach  to  the  ideal    is   in  the 
teamwork  process  of  the  rehabilitation  center. 

Teamwork  has  today  become  a  fashionable  term.     We  hear  of  teamwork  in   industry,  science,  commun- 
ity action,  medicine,  education,   rehabilitation,  and   in  almost  every  endeavor  where  men  work  together 
for  mutual   goals.     Too  often   it   is  assumed  that  a  group's  admitted   interest   in  a  problem  guarantees 
co-operation  and  efficiency.     Because  goals  have  been  fulfilled   through  group  action,   the  assumption  is 
made  that  there  was  teamwork.     The  term  has  become  a  blanket  for  all    the  old  ones   implying  joint 
action  and  co-operative  effort.     It   is  supposed  to  imply  a  special  way  of  working  together,  or 
perhaps  a  unique  or  extraordinary   integration  of  efforts.     The  situation  on  the  surface  seems  clear: 
we  have  been  educated  today  to  co-operate  and  to  see  the  wisdom  of  joint  effort,  and  we  act  accord- 
ingly.    Yet  achieving  effective  and  efficient  teamwork  in  the  area  of  clinical   treatment  of  the 
human  being  is  perhaps  the  most   intricate  and  difficult  problem  that  exists   in  treatment  today. 
Experts  may  be  gathered,  and  may  meet  and  work  together,  but  this  does  not  necessarily  result  in 
real  teamwork. 

Rehabilitation,  a  marriage  of  many  sciences,  has  within  it  tremendous   implications  for  develop- 
ment.    Yet   its   level   of  achievement  depends  upon  how  teamwork,    its  best  operational  method,  functions. 

Three  fundamental  assumptions   in  teamwork  are: 

1.  The  human  organism  is  dynamic  and   is  an   interacting,    integrated  whole. 

2.  Treatment  must  be  dynamic  and  fluid  to  keep  pace  with  the  changing  person,  and  must  consider 
all   that  person's  needs. 

3.  Teamwork,  an  interacting  partnership  of  professions  specializing   in  these  needs  and  dealing 
with  the  person  as  a  whole,    is  a  valid  method  for  meeting  these  requirements. 

Teamwork,  as   it  applies  to  the  total    rehabilitation  center   is  a  close,  co-operative,  democratic, 
mu 1 t i prof ess i ona I   union  devoted  to  a  common  purpose--the  best  treatment  for  the  fundamental   need  of 
the  individual.      Its  members  work  through  a  combined  and   integrated  diagnosis;   flexible,  dynamic  plan- 
ning; proper  timing  and  sequence  of  treatment;  and  balance   in  action.     It   is  an  organismic  group 
distinct   in  its  parts,  yet  acting  as  a  unit,    i.e.,  no   important  action   is  taken  by  members  of  one 
profession  without  the  consent  of  the  group.     Just  as  the   individual   acts  as  an   interrelated  whole, 
and  not  as  a  sum  of  his  characteristics,  so  must  the  professions  act,   think,    interpret,  and  contri- 
bute toward  a  diagnosis  which   is  the  product  of  all,  and  a  treatment  plan  which   is  dynamic  to 
accommodate  the  changes  which  a  dynamic  human  organism  is  constantly  making.     Rehabilitation  group 
members  require  a  firm  foundation   in  one  science,  which  must   include  a  keen  awareness  of   its  limita- 
tions  (3),  an  understanding  of  some  of  the  fundamental   philosophy,  practices,  and  limitations  of  the 
companion  and  co-operating  sciences,  and  an  open,  mature,   flexible  mind  towards  meeting  new  ideas  and 
challenges.     These  members  must  feel   secure   in  their  own  professions.     Furthermore,  members  of  such  a 
group  must  not  only  be  concerned  for  the  welfare  of  the  client,  but  also  should  be  stimulated  by  the 
intellectual   problem  to  be  solved.     A  proper  combination  and  balance  of  these  two  are  essential. 
Teamwork  provides  postprofess ional   education  on  a  broad  base,  and  results   in  a  higher  professional 
performance  for  all,   than  any  one  could  achieve  alone.     Each  new  member  from  an  allied  profession 
should  mean  not  an  arithmetical   gain,  but  a  geometrical   one,  since  each  member  should   influence  and 
educate  all.     Administration  in  this  setting  must  be  democratic  to  allow  free   interplay  of 


Reprinted  from  Except  i  ona  1  Child  ren ,  1951  ,  18,  45  - 5  2  with  the  permission  of  the  author  and 
publ  i  sher . 


312 


professional   knowledge   in  the  development  of  treatment.     Without  such  freedom  the  highest   level  of 
operation  will   never  be  reached. 

The  concept  of  this  team  is  more   intricate  than  that  of  community  teamwork  in  which  a  number  of 
special  agencies  each  provide  a  needed  service.      It   is  broader  than  that  of  the  group  medical  team 
or  the  hospital   rehabilitation  team,  which  are  necessarily   limited   in  their  ability  to  deal  with  the 
client's  total   needs.     The  rehabilitation  team  should   include  all    the  areas   listed   in  the  National 
Council  of  Rehabilitation's  def i n i t i on--phys i ca 1  ,  mental,   social,  vocational,  and  economic.  Some 
among  the  team's  members  must  understand  all   the  skills  and  knowledges  necessary  to  help  a  seriously 
disabled  person.     No  less   in  dealing  with  slighter  handicaps,   the   influence  of  all   areas  on  the  whole 
individual  must  be  considered.     But  though  members  of  each  profession  may  be  sincere   in  attempting  to 
deal  with  the  whole  person,  unless  the  group   includes  members  of  the  specific  professions  qualified 
by  training  and  experience  to  interpret  every   important  area  of  need,    it  cannot  function  correctly. 

Cabinet  of  Specialists 


Teamwork  is  not  a  collection  of  opinions  from  professional   consultants  each  considering  the 
client  from  his  own  viewpoint   in  a  static  fashion  with  a  master  arranger  combining  these  viewpoints 
into  a  decision.     The  control   of  the  decision  cannot  be  vested  exclusively  in  one  person  nor  does  it 
lie  in  summing  up  reports,  but   in  assimilating  them.      It   is  not,   therefore,  a  high-level  Gallup  Poll 
of  unilateral   decisions,  nor   is   it  a  formal    reporting  of  progress  and  of  events.      Its  aim  should  be 
the  selection  of  a  cabinet  of  carefully  chosen  specialists.     This  cabinet  would  not   lean  individually 
on  group  responsibility,  but  each  member   independently,   secure   in  his  own  profession,  would  contri- 
bute as  an  equal   partner.     Mutual    respect  and   interest   in  the  client  and  his  problem  should  prevent 
differences  of  opinion  from  turning  the  team  into  a  battleground  for  winning  arguments  over  the 
proper  handling  of  a  client. 

Obviously,  teamwork  is  still  an  ideal.  Certainly  a  look  at  the  reality  of  the  world  around  us 
and  the  human  products  of  our  civilization  will   show  the  remoteness  of  maximum  co-operative  effort. 


Factors  Hindering  Teamwork 


What  factors  tend  to  prevent  good  teamwork? 

1.  Professional   people  are  not  necessarily  co-operative  people. 

2.  Previous  experience  may  have  been  professionally  isolated,  narrow  in  the  sense  of  not  work- 
ing with  other  professions,  and  broad  in  the  sense  that   in  dealing  with  the  whole  person  through  one 
profession,  functional    limits  were  confined  more  by   ignorance  than  by  recognition  of  other  areas  of 
professional  competence.     A  teamworker  must   learn  not  only  his  area  of  maximum  effectiveness,  but 
also  what  aspects  of  his  previously  assumed  activities  can  be  performed  with  greater  competence  by 
some  other  profession  than  his  own. 

3.  Theorists   in  all   professions  who  have  not  had  the  responsibility  for  dealing  with  a  real 
case  in  years  tend  to  chase  unreal   goals,  or  to  solve  problems   intellectually.     They  want  to  work 
miracles,  often  at  the  expense  of  the  true  situation,    in  order  to  satisfy  the  desire  for  accomplish- 
ment.    It  must  be  understood  that  the  client  cannot  be  driven  beyond  his  capacity  to  achieve  because 
of  the  theoretical   beauty  of  the  hoped-for  conclusion. 

k.     Long  education   in  a  profession  breeds  a  conscious  or  unconscious  assumption  that  treatment 
is  centered  about  that  profession.     Medicine   is  particularly  prone  to  this  error,  but   it  penetrates 
all  professions.     Psychiatrists  express  opinion  with  an  authoritarian  tinge  on  a  wide  variety  of 
subjects.     Social  workers  often  play  a  subtle  game  of  manipulation  of  the  client,  agency,  and  environ- 
ment to  suit  their   ideas  of  what  ought  to  be.     The  psychologist  at  times  tends  to  place  too  much 
reliance  on  the  scientific  nature  of  his  tools.      In  rehabilitation  when,  above  all   things,  the 
individual  must  be  considered  as  unique,  norms  whether  objective  or  subjective  need  very  cautious 
interpretation.     Any  test,  any   interview,  any  fact  of  past  history   is  a  point  of  reference,  not  a 
trigger  for  elaborate  diagnoses.     The  psychologist  steps  too  often  into  the  roles  of  clinician, 
vocational  counselor,  special  educator,  and  therapist.     Psychologist  and  psychiatrist  often  take 
the  same  unfortunate  turn  toward  easy  classification.     Classification   is  a  very  useful   device,  but 
it  must  be  given  flexible  application,  not  used  to  constrict  thinking  and  result   in  static  treat- 
ment.    The  vocational   counselor  enlarges  his  own   importance  by  underrating  reports  from  other  pro- 
fessions, since  he  assumes  he,  alone,  has  the  truest  touch  with  the  practical  situation. 
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5.  Group  members  report   instead  of   interpreting.     The  special    language  of  medicine  is  rivaled 
by  the  jargon  of  the  social  worker  and  psychologist.     The  vocational  counselor  may  talk   in  terms  of 
profiles,    interest  patterns,  job  families,  and  work  habits  that  may  be  incomprehensible  to  those 
working  in  other  fields.     Only  those  who  are  secure   in  their  own  positions  can  explain  them  to 
others,  can  interpret,  answer  questions,  educate  and  be  educated   in  turn. 

6.  All   professions  are  dynamic  and  are  continually  expanding  and  revising  their  views.     A  man 
finds   it  difficult  to  keep  up  with  the  advances   in  his  own  profession,  much  more  so  with  others. 
Knowledge  of  another  field  is  often  outdated  or  superficial.     Medical  men,   for   instance,   tend  to 
associate  vocational   guidance  with  turning  to  a  page   in  a  book  and  reading  directions  to  the  client. 
Such  misapprehensions  result   in  prescriptions  such  as,  "Give  this  patient  some  vocational  guidance 
next  Tuesday  at  3:30  P.M.   as  he  is   leaving  here  at  h  P.M." 

7.  The  necessity  for  specialization  within  the  framework  of  one  profession   inclines   its  members 
to  dependence  upon  fellows   in  their  field  rather  than  a  "hostile"  group  who  do  not  speak  the  same 
language.     Wiener,   in  Cybernet  i  cs ,  says   in  his  introduction  that  if  the  solution  of  a  problem  in  one 
field  really  lies  within  the  area  of  a  related  field,   ten  people  are  no  better  than  one,  unless  they 
know  something  about  the  related  field.     He  says  also  that  two  working  together  from  related  fields 
do  not  solve  a  problem,  unless,  and  until,  each  can  learn  enough  about  the  other's  field  to  put  his 
knowledge   in  terms  understood  by  the  other. 

8.  Certain  of  the  personality  types   in  the  professions  cause  difficulty.     Some  individuals  are 
in  unconscious  competition  for  the  control   of  the  client.     Some  are  too  rigid,   too  insecure  to  work 
with  others. 

9.  Some  professions  allied  to  medicine  such  as  physical   therapy  and  occupational   therapy  are 
often  given  responsibility  without  control,  or  are  reluctant  to  give  opinions,  or  even  may  be  frowned 
upon  when  they  do.     At  times  they  are  encouraged  to  be  overly  dependent,  on  other  occasions  they  are 
overwhelmed  by  their  responsibility  when  little  direction   is  given. 

10.  No  profession  seems  to  have  made  a  reasonable  attempt  to  teach  the  methods  of  co-operation 
with  other  disciplines. 

11.  The  age-old  problem  of  domination  and  vested   interest  appears  even  in  the  new  science  of 
rehabilitation.     Undue   influence  exerted  by  those  controlling  the  funds,  pressure  of  strong  influence 
exerted  by  the  administration,    influence  of  the  prestige  of  a  noted  staff  member,  or  the  insidious 
effect  of  an  unprincipled  member  with  a  drive  for  control,  must  all   be  guarded  against. 

12.  Good  teamwork  cannot  exist  without  democratic  administration  and  good  personnel  practices. 
Morale,  spirit,   teamplay  must  be  cultivated  and  encouraged  by  the  administration.     Group  members  must 
have  mutual    respect  and  confidence  in  each  other  as  persons,  not  as  defenders  of  noble  professions. 
These  things  grow  when  the  group  has  power  of  self-government,  and  can.  create  its  own  standards. 

Recognition  of  the  Whole  Person 

All   professions  that  deal  closely  with  the  human  being  are  agreed  that  the  diagnosis,  prognosis, 
and  treatment  of  problems  must  deal  with  the  whole  person.     This  holistic  concept   is  so  well  accepted 
today  that  articles  within  each  professional   area,  whether   it  be  psychological,  medical,  vocational, 
social,  or  economic  frequently  point  out  the  necessity  for  that  profession's  consideration  of  the 
many  aspects  of  man's  nature,  and  the  broadening  of   its  knowledge   into  surrounding  disciplines  so 
that  this  unified,    interacting,  purposeful   creature  may  be  treated  more  effectively. 

There  are  a  number  of  reasons  for  this   increasing  awareness.     The  growth  of  psychiatry  and 
psychosomatic  medicine  have  led  to  recognition  by  many  professional  men  that  there  are  areas  which 
affect  their  patients,  about  which  they  know  very  little.     With  the  growing  complexity  of  all 
sciences,  and  the  consequent  necessity  for  specialization,    it   is  more  and  more  apparent  that  even 
within  a  single  science,   the  professional   person  cannot  judge  some  symptoms  without  consultation. 
The  expansion  of  rehabilitation,  which  has  placed  a  variety  of  professional   areas   in  contact  with 
one  another,  has,  no  doubt,  added  further  impetus. 

For   instance,  some  criticism  of   the  narrowness  of  medical   training  exists  at  this  time.     Yet  the 
amount  of  time  it  takes  to  become  a  physician  has   increased  through  the  years.     The  ground  to  be 
covered  is  so  broad  that  the  curriculum  is  already  unduly  attenuated  from  some  viewpoints.     Even  so, 
the  finished  doctor   is  often  only  partially  educated   in  many  of  the  growing  medical   specialties,  and 
may  not  be  at  all  well   acquainted  with  developments   in  the  social   and  psychological   areas  affecting 
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his  patient.     Often,  too,  he  has  the  traditional   suspicion  of  psychiatry  and  an  undisguised  conde- 
scension towards  other  sciences  dealing  with  the  human  being.     Of  course  the  medical   profession  is 
not  meant  to  be  the  only  profession  to  which  this  criticism  might  be  applied.     No  professional  man 
can  understand  other  professions  as  well  as  he  should.     Lack  of  time  alone  would  prevent  him.  But 
such  lack  of  understanding  breeds  conflict  with  or  without  justification.     Psychologists  resent  the 
inroads  "medical  psychologists"  make  in  their  field.     Vocational  counselors  are  annoyed  at  the 
thought  of  clinical   psychologists  giving  vocational   guidance.     The  clinical   psychologist  counters 
by  stating  that  the  fundamental  drives  and  mechanisms  of  the  client  are  unquestionable  determinants 
in  vocational  activity,  and   in  some  cases  the  vital   factor  which  the  counselor  might  miss.  Certainly 
in  some  quarters  social  workers  and  psychologists  engage  in  a  cold  war. 

The  vocational   guidance  counselor  wonders  where  his  discipline  is  headed.     He  realizes  that  the 
complexity  of  many  of  his  client's  problems  are  beyond  the  usual   scope  and  training  of  counselors, 
since  the  client's  vocation  is  so  closely  bound  to  all  other  aspects  of  his  life  and  need  for  satis- 
faction.    Some  see  the  vocational  counselor  as  requiring  more  psychological   theory  and  psychiatric 
orientation,  others  a  stronger  background  of  testing  and  of  personal   counseling,  and  still  others 
more  of  a  knowledge  of  jobs  and  social   and  economic  factors  affecting  the  client's  life. 

Expansion  of  Function  Not  Justified 


The  reaons  behind  some  conflicts  are  not  only  insufficient  understanding  of  each  other's  jobs, 
but  a  lack  of  clarity  in  the  definition  of  functions,   together  with  the  tendency  to  meet  the  problems 
of  the  whole  man  by  the  expans  i  on  of  f unct  i  on   in  one  profession.     This  has  grown  from  the  desirable 
effort  to  learn  more  about  the  client  or  patient.     Group  medicine  and  guidance  clinics  are  well- 
directed  efforts  to  overcome  the  handicap  of  working  alone,  but  in  general  each  professional  man 
attempts  to  treat  the  whole  person  by  collecting  data  from  outside  sources  and  using  that  information 
for  treatment.     In  other  words  the  whole  man  becomes  one  person's  responsibility.     Though  they  may 
admit  that  other  professions  are  important,  most  professional  men  feel  the  most  important  needs  of 
the  client  lie  within  their  own  field,  and  all  other  professions  are  ancillary  to  their  own.     In  this 
way  each  profession  attempts  to  usurp  the  function  of  another.     Medical  men  are  calling  rehabilita- 
tion the  "third  phase  of  medicine,"  a  term  contrary  to  the  breadth  of  the  National  Council's  defini- 
tion, and  to  the  true  consideration  of  the  whole  person.     One  physician  of  great  influence  expects 
his  professional  colleagues  to  understand  selective  placement,  not  realizing  the  implications  beyond 
mere  physical   requirements.     A  prominent  psychiatrist  suggests  that  in  addition  to  the  usual  psychia- 
tric and  medical   training  in  which  he  seems  to  include  the  entire  profession  of  psychology,  a 
psychiatrist  be  a  sociologist,  special  educator,  and  vocational  guidance  expert  as  well.  According 
to  some  recent  articles,  social  workers  are  supposed  to  become  vocational  guidance  and  selective 
placement  experts  as  well  as  special  educators.     Occupational   therapists  are  expected  to  go  beyond 
their  usual  broad  function  to  give  "when  necessary"  aptitude  and  interest  testing,  vocational  re- 
training, and  selective  placement  (2).     Physicians,  social  workers,  and  occupational   therapists,  are 
expected  to  administer  selective  placement.     Vocational  counselors   in  turn  are  criticized  by  Kessler 
who  says:     "As  it  stands  now,  vocational  counselors  are  trying  to  supervise  medical  work,  interpret 
medical  work,  and  act  as  psychiatrists.     This   is   indeed  a  dangerous  system.      It   is  medical  practice 
by  laymen  without  medical   supervision"   (l ,  pp.  2^8-2^9). 

The  instances  selected  may  seem  unique  and  not  representative  of  current  opinion,  yet  each 
authority  is  prominent  in  rehabilitation  and  carries  considerable  influence. 


Trespass  at  the  Client's  Expense 


This  trespass  by  one  profession  on  another's  field  stands  in  the  way  of  rehabilitation.     Let  us 
take  some  instances  that  a  vocational  counselor  sees  as  disrupting  to  his  client.     He  observes  the 
physician  trying  to  solve  a  vocational  problem  by  saying  to  the  client,  "You  need  seated  work.  Why 
not  become  a  jeweler  or  a  watchmaker?"    The  harm  done  in  cases  like  this   is  considerable,  since  the 
client  is  at  a  stage  of  marked  dependence  upon  medical   treatment,  and  actual   or  implied  statements 
of  this  sort  are  often  seized  avidly  and  rigidly.     Some  physicians  fail   to  recognize  any  profession 
except  another  medical  speciality.     It  is  a  convenient  prescription  to  say,  "This  man  needs  a 
psychiatrist."    Uncomfortably  the  psychiatrist  may  realize  that  no  medical  profession  includes 
vocational  guidance  unless  it  be  his  own.     The  social  worker  injures  his  client's  chances  when  he 
encourages  vocational  fantasies.     He  cannot  assess  the  individual's  claimed  potentialities  in  the 
light  of  community  reality  since  his  experience  is  too  limited   in  this  area. 

Superficial  knowledge  of  another  profession  gives  no  license  to  practice  it.  Co-operation  does 
not  mean  that  one  profession  helps  another  by  doing  some  of  its  job  when  considered  advisable  or 
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necessary.     Co-operation  lies  as  much   in  respecting  the  boundaries  of  one's  own  profession  as  in 
integrating  action  with  the  total   plan  and  the  plans  of  co-workers.     To  be  professionally  mature  is 
to  understand  that  claim  to  knowledge  of  a  related  field  will   always  be  presumptuous  for  any  except 
those  who  have   1 i  ved   in   it,  worried   in   it,  made  difficult  decisions,   seen  their  results,  and  gained 
knowledge  with  depth.     The  detect  i  on ,  del i  neat  i  on ,  and  prognos  i  s  of  a  need  can  be  made  on  1 y  by  the 
profess  ion  spec  i  f  i  ca 1 1 y  or  i  ented  by  educat  i  on  ,   t  ra  i  n  i  ng ,  and  exper  i  ence  to  do  so. 

How  Can  the  Problem  be  Solved? 

What,   then,    is  the  answer  to  the  treatment  of  the  whole  man?     Does   it   lie   in  more  extensive 
training?     Apparently  some  groups  think  so.     A  Ph.D.   seems  to  be  the  minimum  requirement  for  some 
positions.     Does   it  lie   in  more  specialization?     Is  the  solution  more  academic  training—an  increas- 
ing emphasis  upon  higher  degrees?     Will  more  division  help?     The  twenty  divisions  of  the  American 
Psychological  Association  may  eventually  be  equaled  by  as  many  different  vocational  guidance 
d  i  v  i  s  i  ons . 

The  answer  must  recognize:     (a)     the  functional   area  and   limitations  of  each  science,  and 
(b)  the  advantages  of  comb i nat i on-- teamwork . 

Some  significant  changes   in  our  outlook  will   be  required: 

1.  A  more  enlightened  approach  to  all   professional   education  to  synthesize  our  knowledge  rather 
than  to  create  new  specialties,  a  combination  of  training  to  eliminate  the  repetitious  and  less  neces- 
sary materials,   substitution  of  more   integrating  principles,   the  rethinking  of  fundamental   aims  and 
purposes,  and  clearer  philosophy  and  refocusing  of  objectives. 

2.  Actual   teaching  of  methods  and  provision  of  opportunity  for  students  to  practice  interpro- 
fessional, as  well   as   i ntraprof ess i ona 1   co-operation,  and  understanding  of  the   importance  of  other 
profess  i  ons . 

3.  Exploration  and  research  on  the  process  of  mu 1 t i profess i ona 1  dealings. 

4.  Emphasis  on  working  co-operatively  with  others  from  grade  school   on.     This  has  already 
appeared,  but   is  still    in  a  scattered  and  sporadic  stage. 

For  some  years  now  we  have  had  group  medicine,  guidance  clinics,  and  other  social   agencies  in 
which  a  group  of  professionals  have  pooled  their  knowledges  and  skills  for  greater  effectiveness. 
Yet   in  no  other  situation  have  we  found  a  greater   integration  and  combination  of  various  professions 
than  in  rehabilitation.     Why?     The  complexity  of  the  job  of  rehabilitating  seriously  disabled  people 
has  forced  rehabilitation  centers  to  add  services  constantly  to  meet  the  needs  of  people  who  have  so 
many  interrelated  problems. 

Some  sciences  are  now  combining  in  a  positive  way  to  gain  more  enlightenment.     Books  like 
Kluckhohn's  M  i  r ror  for  Man  and  Wiener's  Cybernet  i  cs  cut  across  professional    1 i nes .     Overstreet  in 
The  Mature  M  i  nd  advises  us  to  piece  together  the  modern  tendency  towards  the  fragmentation  of  science. 
Some  of  our  modern  miracles  have  been  the  result  of  the  combined  efforts  of  the  physician,   the  engi- 
neer, and  the  chemist.      in  education  our  schools  are  more  aware  today  that  subject  matter  should  not 
be  compartmentalized.     They  seek  to  integrate  material   for  better  understanding,    interest,  and 
approximation  to  real    life  situations. 

Both  the  tendency  toward  broad  training  without  depth  and  the  narrowness  of  extreme  specializa- 
tion must  be  avoided.     There  are  among  us  many  diehards  who  complain  of  ove rspec i a  1 i za t i on  and  look 
nostalgically     upon  the  prototype  of  the  old  country  doctor--the  man  who  knew  all    things,  who  solved 
problems,  who  made  everything  all    right.     There  are  some  professional   people  who  are  basically  so 
insecure  that  they  rely  upon  broad  training  since  a  specific  specialty  would  require  a  guarantee  of 
special   knowledge  and  place  a  definite  responsibility  upon  them.      It   is  also  true  that  others  may 
select  some  minute  speciality  as  a  refuge  so  that  they  may  be  considered  responsible  for  nothing  but 
that  segment  of  knowledge. 

Summat  i  on 


Teamwork  is  an  important  approach  to  treating  the  "whole"  man.  The  professional  man,  no  matter 
how  well   he   is  trained,  will    find  a  new   level   of  effectiveness    in  co-operative  effort  with  other 
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professions.     The  extent  and   intensity  of  this  association  depend  upon  the  seriousness  of  the  prob- 
lems to  be  solved.     Those  clients  whose  total   situations  are  serious    (and  these  are  not  necessarily 
the  severely  physically  disabled)   require  highly  specialized  treatment   in  a  rehabilitation  center 
with  broad  service  in  co-operative  teamplay.     While  some  still    look  to  one  chief  rehabilitation 
specialist  to  organize  and  direct  such  a  group,    its  fullest  potentialities  will  only  be  reached 
under  democratic  principles.     Equal   partnership  encourages  freedom  to  grow,  gives  opportunity  for 
open  presentation  of  opinions,   tends  to  educate  each  member  of  the  group,  develops  mature  responsi- 
bility, and  strengthens  pride  in  professional    integrity.     Dominance  by  one  group  kills  initiative 
and  substitutes  political  maneuvering  for  favored  position. 

The  creation  of  real   teamwork  is  an  accomplishment   important  enough  to  overcome  all   the  obstacles 
we  have  mentioned.     As  sciences  grow,    integration  of  knowledge  becomes   increasingly  important,  a 
single  knowledge  is  of  questionable  value  without   its  sister  knowledges.     No  profession  is  so  broad, 
or  so  important,   that   it  can  afford  to  stand  apart  from  others  when   it  deals  with  different  phases 
of  a  single  humanity. 
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EFFECTIVE  USE  OF  REHABILITATION  PERSONNEL 


Wi 1 1 i am  F .   Stea rns 


Ask  the  administrator  of  a  rehabilitation  program  about  his  current  professional  headaches  and 
the  chances  are  that  he  will   quickly  get  around  to  mentioning  "personnel."    Pressed  for  further 
details,  he  will   complain  of  "shortages."     He  may  or  may  not  express  concern  about  how  his  present 
staff  can  be  more  properly  and  effectively  used.     He  probably  just  wants  more  of  the  same  and,  of 
course,   the  necessary  funds  to  employ  them  and  hold  them. 

Can   it  be  that  personnel   practice   in  rehabilitation  has  become  so  routine  a  matter  that  by 
counting  noses  and  dollars  we  can  estimate   its  relative  efficiency?     A  look  at  the  literature  now 
current  suggests  that  this   is   indeed  the  case.     The  formula  for  administrative  success,   it  seems, 
has  been  reduced  to  terms  so  simple  that   it   is  easily  mastered  and  almost  as  easily  applied. 

The  Formula   is  on  the  Label 


The  concepts  underlying  this  formula  may  be  summarized   in  three  familiar  statements. 

1.  The  proper  use  of  professional  personnel  implies  effective  direct  service  ministering  to 
the  patient's  needs.  These  needs  are  readily  classifiable  as  medical,  social,  psychological,  and 
vocat  ional . 

2.  While  the  subdivisions  and  variations  of  these  four  basic  needs  are  numerous  and  may  require 
attention  from  specialists  of  one  sort  or  another,  obviously  the  medical  needs  are  primarily  the 
target  for  the  doctor;   the  psychological   needs,   for  the  clinical   or  counseling  psychologist;  the 
social,   for  the  social  worker;  and  finally,   the  vocational   for  the  vocational  counselor.     And  it 
must  be  remembered,   that  all   patients  probably  have  needs   in  these  four  areas,  even  though  they 

may  not  be  conscious  of  them. 

3.  The  role  of  the  administrator,   therefore,    is  nowadays  much  simplified:     he   integrates  and 
co-ordinates  professional   services.     When  a  case  comes  to  his  agency,  he  first  makes  sure  that  com- 
plete evaluation  of  the  patient's  needs,    in  the  four  categories,    is  accomplished.     This   is  readily 
arranged,  either  with  the  use  of  agency  staff  or  of  other  agencies  equipped  to  perform  the  special- 
ized diagnostic  tests.     Ideally,  on  Monday  John's  body   is  explored;  on  Tuesday,  his  mind  and  emotions 
are  studied;  on  Wednesday,  his  social   and  family  relationships  are  analyzed;  on  Thursday,  his  work 
potential    is  estimated;  and  on  Friday,   the  findings  are  brought  together  and  the  rehabilitation 
course  is  charted.     Simple,   logical,  and  sc i ent i f i c--even  though  the  dismemberment  of  John  may 
require  more  than  Saturday  and  Sunday   if  he   is  to  be  restored  to  human  semblance. 

Of  course,   the  four  specialized  services  required   in  this  process  may  not  always  be  available-- 
in  which  case  a  gap  will   appear  in  the  evaluation  since  the  proper  use  of  professional  personnel, 
according  to  the  formula,  precludes   intrusion   into  other  than  the  specialist's  field,  whether  medical 
psychological,  social,  or  vocational.      It  will    therefore  be  necessary  to  work  around  the  gap  and  do 
the  best  possible  with  the  remaining  problems,  hoping  that  Mother  Nature  will   "close  the  cavity,"  to 
adopt  a  phrase  from  tuberculosis  parlance. 

Dissection  Has   Its  Dangers 

Without  disrespect  for  the  high  standards  of  professional   service  which  have  been  established 
and  must  be  maintained  among  the  medical   and  paramedical   specialties   in  rehabilitation,    I  should 
like  to  raise  a  few  questions  about  this  modern  formula. 

In  developing  respect  for  the  role  of  the  specialist   in  rehabilitation,  are  we  in  danger  of 
losing  respect  for  the  patient?     In  the  splitting  up  of  his  needs   into  categories,  are  we  disregard- 
ing the  strongest  force  we  have  for  his  rehabilitation,  his  sense  of   importance  as  a  unique  combina- 
tion of  mind,  body,  and  spirit?     Moreover,    in  dividing  his  treatment   into  special   areas,  are  we 
really  using  professional   staff  to  the  best  advantage?     Are  they  not,   too,   limited  in  their 
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effectiveness  by  the  very  virtue  of  their  specialization?     Do  they  not  also  have  more  to  offer  than 
thei  r  part  icular  skills? 

Rehabilitation,    if  accomplished  at  all,    is  accomplished  by  the  handicapped  human  being  himself, 
with  assistance  from  other  human  beings  who,  by  natural   sympathy,  understanding,  and  training,  develop 
in  him  the  will  and  strength  and  skill  to  surmount  obstacles. 

Amid  the  pressures  of  professional  personnel  shortages  and  increasing  case  loads,  are  we  tending 
toward  mass  production  methods?    Are  we  beginning  to  look  on  the  handicapped  person  as  a  complicated 
mechanism,  with  broken  parts  and  faulty  adjustments,   that   is  put  back  in  running  order  by  the  use  of 
standardized  tools   in  the  hands  of  expert  technicians?     If  this   is  even  remotely  possible,  what  do  we 
stand  to  lose? 

First,   it  seems  to  me,  we  jeopardize  our  chances  of  enlisting  the  dynamic  participation  of  the 
patient  in  his  own  rehabilitation.     He  is  resigned  to  undergoing  repair,  piece  by  faulty  piece, 
passively  accepting  decisions  made  for  him,  with  full   confidence  perhaps   in  his  advisers  but  lessened 
confidence  in  himself.     Secondly,  and  with  direct  relation  to  our  topic,  our  professional  personnel 
are  reduced  to  the  role  of  part-time  specialists  in  the  repair  process,  checking  and  adjusting  their 
particular  parts  of  the  mechanism  as  the  patient  passes  before  them,   always  hoping  that  their  contri- 
bution may  help  to  make  the  darned  thing  run. 

The  New  Yorker  magazine  a  few  weeks  ago,  showed  two  scientists  bending  over  a  microscope  as  a 
personable  young  female  technician,   test  tube  in  hand,  walks  by.     One  of  them,  glancing  up,  thought- 
fully remarks,  "Sometimes   I   think  we  lose  sight  of  the  fact  that  atoms  and  molecules  by  themselves 
have  little  meaning.     It's  how  they're  put  together  that  counts."    Are  we  looking  at  people,  or 
merely  medical ,  social,  psychological,  and  vocational  problems? 

The  best  organization  chart   I   know  is  one  in  which  the  patient  appears  at  the  top  of  the  pyramid 
and  all  personnel  have  responsibility  to  him.     The  administrator  appears  at  the  bottom,  with  all  the 
service  departments  lying  between.     This  hierarchy  might  well   be  kept   in  mind  as  we  pursue  this 
subject  further. 

Let  us  assume  then  that  we  have  something  more  than  the  sum  total  of  a  series  of  identifiable 
specialized  needs  to  be  met  by  our  professional   staff.     We  have  a  person  needing  service.      Is  not 
the  first  step  the  establishment  of  a  personal   relationship  with  the  patient  which  stimulates  his 
wish  and  his  will   and  his  regard?     Can  our  professional   staff  function  at  maximum  effectiveness 
without  this  close  bond,  which  will   enlist  hidden  drives  within  the  patient  toward  his  own  rehabili- 
tation?   Furthermore,  does   it  greatly  matter  which  member  of  the  team  calls  forth  these  reserves  of 
loyalty  and  desire  to  come  up  to  expectations?    The  main  point,    it  seems  to  me,    is  that  some  one  of 
the  specialists   in  the  process  should  serve  as  a  focal   point  for  the  human   impulses  of  the  patient; 
someone  to  act  as  his  guide,   interpreter,  and  friend  during  the  total   rehabilitation  process,  with- 
out regard  to  the  fractionating  of  his  professional   needs.     This  role  permits  no  intrusion  of 
attitudes  of  departmental   separatism  or  possess i veness .     Desegregation  of  rehabilitation  services 
is  every  patient's  right;  without   it,  his  dignity  as  an  individual    is  lost. 


Pigeonholes  Are  Not  for  Persons 


Just  as  with  the  client  himself,  so  it   is  with  the  professional  members  of  the  service  group. 
We  can  safely  assume  that  the  motives  underlying  selection  of  rehabilitation  as  a  career  are  based 
upon  something  more  than  special  aptitudes  and  desire  for  prestige  and  economic  security,  and  that 
there  are  other  qualifications  for  employment  beyond  specialized  training.      In  the  increased  emphasis 
on  concentration  of  attention  on  the  various  techniques  within  a  specialty  and   in  the  great  concern 
with  the  prerogatives  of  each  with  relation  to  the  patient,  are  we  making  the  best  possible  use  of 
our  professionals  as  human  beings?    Must  we  be  so  careful    that  the  doctor,   the  social  worker,  the 
psychologist,  the  vocational   counselor,  and  their  various  related  co-workers,  do  not  step   into  each 
other's  fields  that  they  refrain  from  raising  questions  or  expressing  freely  their  opinions,  inspired 
merely  by  intuitive  doubt  or  natural   concern?     If  so,  are  we  not  restricting  their  usefulness  and 
even  frustrating  the  impulses  which  led  them  into  rehabilitation? 

At  the  risk  of  seeming  not  only  unorthodox  but  heretical,    I   should  like  to  ask  whether  all  the 
social  needs  of  the  patient  must  be   invariably  evaluated  and  served  solely  by  the  social  worker,  the 
psychological  by  the  psychologist,   the  vocational   by  the  counselor,  and  even  the  medical   by  the 
doctor,  with  their  professional   associates.      Is   it  not  conceivable,   granted  their  training  has  given 
them  particular  knowledge  and  skill    in  their  respective  fields,   that  by  reason  of  greater  rapport 
with  the  patient  or  a  flash  of  keen   insight,  members  of  one  specialty  group  may  at  times  contribute 
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to  the  solution  of  problems  outside  their  own  fields,  without  disrespect  for  the  competence  of  the 
other  groups  or  an   invasion  of  their  domain?     Are  we  becoming  too  rigid   in  our  definitions  of  func- 
tions for  professional   staff  and  losing  the  benefits  of  a  permissive  atmosphere  of  give-and-take 
conducive  to  group  growth  and  to  fuller  utilization  of  human  as  well   as  professional  values  repre- 
sented among  our  specialties? 

Other  questions  relate  to  the  matters  of  selection  and  retention  of  professional  personnel  to 
assure  stable,  competent,  and   interested  service  to  the  patient.     Is  the  increasing  and  desirable 
raising  of  standards  among  professional  workers   leading  to  their  selection  for  employment  on  the 
basis  of  formal  preparation  and  availability  without  sufficient  regard  to  their  personal  character- 
istics and  the  setting   in  which  they  will  work?    The  proper  use  of  personnel    implies  the  creation  of 
an  esprit  de  corps  which  enhances   individual  assets  and  minimizes  liabilities.     How  much  is  present 
personnel  brought   into  the  consideration  of  prospective  candidates  for  employment?     Are  we  again  in 
danger  of  accepting  formulas  to  determine  suitability  without  enough  emphasis  on  human  qualities? 
Such  mechanization  of  personnel   selection  can  spell   disaster  to  staff  morale,   for  job  satisfaction 
is  related  closely  to  the  compatibility  as  well   as  the  competence  of  associates. 

Proper  use  of  professional   personnel   also  is  reflected   in  continuous  and   increasing  growth  and 
effectiveness  on  the  job.     Are  our  new  standards  tending  to  discourage  rather  than  stimulate  profes- 
sional  growth?     Because  of  the  shortage  of  trained  personnel,  are  we  giving   insufficient  attention 
to  extending  the  skills,  comprehension,  and  opportunities  of  present  staff?     Is  there  a  tendency 
toward  too  great  concentration  on  already  acquired  abilities  or  are  we  making  sure  that  knowledge 
of  related  fields   is  being  cultivated  to  enhance  the  specialized  talents  and  reduce  the  barriers 
which  separate  the  various  disciplines?     Job  satisfaction  and  superior  performance  are  also  closely 
related  to  opportunities  for  growth  as  well   as  to  rates  of  pay. 

Perhaps   I  have  appeared  unduly  concerned  with  the  human  element.     But  the  virtues  of  rehabilita- 
tion and  the  motivations  which   inspire  young  people  to  enter   its  service  are  so  intensely  human  that 
it  seems  worthy  of  emphasis.     The  raising  of  professional   standards  must  continue  if  the  handicapped 
are  to  be  given  the  opportunities  to  which  they  are  entitled.     At  the  same  time,    it  seems  to  me,  we 
must  beware  of  unwittingly  resorting  to  simple  formulas   in  solving  problems  which  can  only  be  met  as 
human  beings  work   in  mutual    trust  and  with  respect  not  only  for  each  other  but  for  and  with  the 
d  i  sab  I ed . 
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IS  THE  TEAM  CONCEPT  OBSOLETE? 


C.  H.  Patterson 


Perhaps  there  is  no  word  or  concept  more  used  in  rehab i  1  i  tat  i on--and  overworked  —  than  teamwork. 
It  has  become  almost  a  shibboleth.     Its  use,  and  likewise  its  defense,  has  become  so  general  as  to 
suggest  that  perhaps  the  actual  condition  exists  less  frequently  than  is  claimed.     The  term  is  perhaps 
misapplied,  or  even  substituted  for  the  fact. 

When  one  examines  what  is  meant  by  teamwork  in  actual  practice,  one  is  confronted  with  some  con- 
fusion.   Teamwork  means  different  things  to  different  people.     To  the  psychologist  it  may  mean  the 
reporting  of  certain  findings,  their  interpretation,  and  the  making  of  recommendations  to  other 
persons  working  with  a  client.     To  the  social  worker  it  may  mean  obtaining  and  contributing  certain 
kinds  of  information  about  the  client,  and  working  with  the  client   in  certain  areas  so  that  he  may 
be  prepared  or  enabled  to  benefit  from  other  rehabilitation  services.     To  the  nurse,   the  occupational 
therapist,  and  the  physical   therapist  it  may  mean  carrying  out  the  prescription  of  the  doctor  and 
reporting  on  the  results.     And  to  the  doctor  it  often  means  the  co-operation  of  ancillary  workers 
in  carrying  out  his  plans  or  prescriptions  for  the  patient. 

Leadership  a  Problem 

Now  teamwork  has  its  appeal  because  it  is  recognized  that  no  one  person  or  profession  can  carry 
out  the  rehabilitation  process  s i ng 1 ehanded .     The  team  concept  has  arisen  and  been  adopted  by  analogy 
with  group  sports  activities,  a  preoccupation  of  the  American  people.     This  analogy  has  brought  with 
it  the  idea  that  a  team  must  have  a  captain.     It  is  felt,  apparently,  that  people  cannot,  or  will 
not,  work  together  unless  someone  is  a  captain,  a  leader,  or  a  director. 

While  the  team  concept  would  seem  to  be   ideal    in  a  mu 1 t i d i sc i p 1 i nary  field  like  rehabilitation, 
there  is  evidence  that  in  many  instances  the  procedure  is  not  too  successful.     A  number  of  reasons 
have  been  advanced.     It  has  been  suggested  that  the  members  of  the  various  professions  are  too 
individual i st ic--that  they  have  not  learned  to  work  together  during  their  professional  training. 
Professional  jealousies  are  sometimes  blamed,   likewise  the  manifest  desire  on  the  part  of  some  one 
member  to  control   the  client. 

No  doubt  these  and  other  reasons  have  contributed  to  difficulties  in  teamwork.     But  I  should 
like  to  suggest  that  there  is  a  more  basic  cause,   inherent  in  the  team  concept  itself.     This   is  the 
problem  of  authority,  the  question  of  who  is  to  be  the  captain  of  the  team.     There  seems  to  be  no 
agreement  on  this  quest ion--except  perhaps  among  the  members  of  the  medical  profession  who  feel  that 
there  is  no  question  at  all:     The  captain  must  be  a  doctor.     Some  see  the  rehabilitation  counselor 
as  the  logical  captain  of  the  team.     While  this  may  be  the  case  outside  an  institutional   setting,  it 
seldom  is  so  in  a  medical   institution.     In  fact,  there  are  some  who  view  with  alarm  the  growing  in- 
fluence and  status  of  the  counselor  in  rehabilitation.     Allan,  for  example,   in  his  recent  book 
Rehabi 1 i  tat  ion :     A  Commun  i ty  Chal 1 enge  (1)  raises  the  specter  of  "a  super-counselor  who  would  run  the 
whole  show."    Others  see  the  social  worker,  who  enjoys  the  advantage  of  many  contacts  with  the 
patient's  environment,  as  being  a  candidate  for  captain  of  the  team. 

But  when  the  chips  are  down  the  medical  profession  cannot,  or  will  not,  relinquish  its  concept 
of  medical  direction.     Frederick  Whitehouse,  the  rehabilitation  consultant  of  the  American  Heart 
Association,  has  been  outspoken  in  his  objection  to  the  idea  that  the  doctor  must  always  be  the 
captain  of  the  team   (7).     In  spite  of  such  opposition,  however,  and  some  progress   in  the  direction 
of  the  medical  profession's  relinquishing  some  of  its  historical  prerogatives  and  accepting  other 
professions  on  a  more  nearly  equal,   rather  than  an  ancillary,  or  servant,   level--in  spite  of  this, 
I  do  not  think  that   in  a  predominantly  medical   situation  the  medical   profession  will  easily  give  up 
the  captaincy  of  the  team  to  a  member  of  a  nonmedical   profession.     it   is  possible  that  a  counselor 
or  social  worker  may  be  given  some  responsibilities  of  a  co-ordinating  or  administrative  nature  in 
such  a  situation,  but  this  would  be  a  far  cry  from  allowing  him  the  captaincy  of  the  team. 


Reprinted  from  the  Journal  of  Rehabilitation,  1959,  25(2),  9-10,  27-28  with  the  permission  of 
the  publ isher. 
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Solutions  That  Fail   to  Solve 


One  solution  to  the  problem  has  been  suggested  by  Hamilton  (3).     If  the  physician  is  the  captain, 
says  he,  the  counselor  is  the  quarterback.     But  then  comes  the  question  of  who  runs  the  team,  the 
captain  or  the  quarterback.     Answer:     That  depends  on  what  kind  of  team  it  is;  on  most  teams  there  is 

no  quarterback. 

The  possibility  of  having  co-captains  also  might  be  suggested.     Many  of  those  using  the  team 
concept  think  only  in  terms  of  a  single  captain,  and  insist  that  a  team  will  not  function  with  more 
than  one  leader.     But   in  these  days  we  have  co-captains  for  many  sports  teams.     Football,  for  example, 
has  become  so  specialized  that  we  have  in  effect  two  teams,  an  offensive  and  a  defensive  team,  each 
with  its  own  captain.     Rehabilitation  might  follow  this  pattern  and  have  a  series  of  teams,  each  with 
a  different  captain,  during  the  rehabilitation  process. 

But  this  solution  rests  on  the  assumption  that  the  rehabilitation  process  can  be  divided  and 
marked  off   into  discrete  stages.     It  cannot.     Rehabilitation   is  a  smooth,  continuing  process—one  in 
which  there  may  be  a  few  broad  stages,  but  a  great  deal  of  overlapping.     Every  member  of  the  team  is, 
or  should  be,    involved  at  all   times.      It   is  true,  however,  that  at  particular  times  one  profession 
may  be  more  active  than  the  others.      In  most  situations  the  problem  of  when  and  how  to  change  captains 
would  be  a  difficult  one. 

Another  attempt  to  avoid  the  problem  of  who  is  captain  of  the  team  is  to  speak  of  the  patient 
as  the  captain.     This   is  not  a  practical   solution,  however.     He   is  not  a  professional   person,  nor 
does  he  attend  all   the  meetings  of  the  team.     While  there   is  no  question  that  the  patient  and  his 
needs  should  be  the  center  of   interest,  he  cannot  be  captain   in  the  sense   in  which  the  term  is 
commonly  used.     The  fact  that  this  needs  to  be  stressed  suggests  again  that  the  team  often  does 
not  function  in  the   interests  of  the  client  so  much  as   in  the  interests  of   its  members. 

The  concept  of  the  team  being  what   it   is,  with  the  apparent  necessity  of  someone's  being  the 
captain,    it  does  not  seem  that  the  problem  is   likely  to  be  resolved.     Professional   people,  perhaps 
Americans  especially,  apparently  do  not   like  to  be  subservient  to  others.     Everyone  likes  to  be  a 
leader;  no  one  likes  to  be  a  follower.      If  nursing,  social  work,  and  occupational   therapy  have 
accepted  medical   control  more  easily  than  other  professions  concerned  with  rehabilitation,  this 
may  be  traceable  to  the  fact  that  their  members  are  for  the  most  part  women. 

The  Democratic  Approach 

Perhaps  the  team  concept   is  not  the  most  appropriate  one  for  a  group  of  professions.     Perhaps  it 
should  be  abandoned.     But  what  would  take   its  place?     The  need  for  co-operation,    integration,  or  team- 
work,   is  apparent.     Possibly  this  can  be  achieved  without  a  captain. 

Whitehouse  (6)  has  suggested  that  teamwork  should  represent  a  "democracy  of  the  professions." 
"Teamwork,"  he  says,   "is  not  a  collection  of  opinions  from  professional   consultants  each  considering 
the  client  from  his  own  viewpoint   in  a  static  fashion  with  a  master  arranger  combining  these  view- 
points  into  a  decision."    This   is  what  seems  to  happen   in  most  situations.     But  according  to  his  view 
"the  control  of  the  decision  cannot  be  vested  exclusively   in  one  person  nor  does   it   lie  in  summing  up 
reports,  but   in  assimilating  them." 

What  are  the  mechanics  of  achieving  co-operation,  co-ordination,  and   integration  if  there  is  to 
be  no  captain?    The  team  is  a  group  of  professional   equals.     No  one   is  more  important   in  the  rehabili- 
tation of  the  patient  than  any  other.     If  no  one   is  the  captain,  how  can  they  work  together?  Perhaps 
the  analogy  of  a  basketball    team  may  be  useful.     There   is  a  captain,  but  his   is  somewhat  of  an  honor- 
ary position.     In  actual   play,  action   is  so  rapid  that  there   is  no  control   by  the  captain,  or  anyone 
else.     Each  member  of  the  team  plays  his  own  position,  but  each  works  with  the  others,  without  the 
need  for  direction.     Can  a  team  of  professionals  work  together  in  this  fashion?     I   think  they  can. 
If  other  groups  can  work  together  toward  a  common  goal,  without  a  director,  or  captain,  a  group  of 
professionals  can  do  so,  provided  they  can  accept  the  concept  of  the  democracy  of  the  group.  A 
democratic  professional   group  is  a  group  of  professional  equals. 

The  term  "group-centered  leadership"  has  been  used  to  designate  this  application  of  democracy 
to  group  activities   (2).     In  the  group-centered  situation,    instead  of  one  leader  and  many  followers, 
co-workers  participate  as  equals   in  formulating  and  achieving  group  objectives.     No  member   is  the 
captain,  or  the  leader.     Any  and  all  members  are   leaders,  each  at  the  time  when  his  contribution  is 
important . 
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This  approach  to  group  activity  does  tend  to  result  in  anarchy  or  disorganization.     There  may 
be  a  person  designated  as  a  leader  who  acts  as  a  chairman,  or  moderator,  or  administrator  to  keep 
the  group  functioning  as  a  group.     He  is  not,  however,  a  leader   in  the  usual   sense  of  the  term.  In 
consequence,  a  smoothly  functioning  group  is  not  always  easily  or  quickly  achieved.     There  may  be  a 
period  of  apparent  disorganization,  during  which  group  members  are  becoming  accustomed  to  function- 
ing as  responsible  members  of  the  group.     Just  as  there  are  some  who  resist  authority,  so  there  are 
others  who  desire  authority  and  need  to  become  accustomed  to  working  without  it.     These  include 
those  who  are  comfortable  working  under  authority  as  well  as  those  exercising  authority.     In  a 
democratic  atmosphere,  however,   the  group  will    learn  to  take  responsibility  for  itself. 

There  is  some  evidence  that  when  groups  function   in  a  democratic  atmosphere  they  are  more  pro- 
ductive and  better  satisfied  with  the  results  than  when  they  operate  according  to  an  authoritarian 
pattern.     It   is  not  possible  here  to  review  studies  supporting  this  statement,  but  the  work  of  Lewin 
and  his  students  on  experimentally  created  social   climates   in  the  1930's  was  the  beginning  of  many 
studies  in  school,    in  industry,  and   in  other  s i tua t i ons--s tud i es  worthy  of  serious  attention.  In 
the  usual  authoritarian  situation  there  is   insecurity  among  the  members  of  the  team--a  def ens i veness 
or  resistance  or,  sometimes,  dependence  and  passivity.     In  a  group-centered  situation  these  disappear 
and  there   is   instead  a  security  which  stimulates  active  participation  by  each   individual,   leading  to 
greater  spontaneity  and  creat i veness.    In  such  a  situation  mutual   trust  and  respect,  and  recognition 
of  each  other's  competence,  may  develop  to  a  greater  extent  than  usually  occurs   in  a  leader-centered 
group . 

How  Achieve  Co-ordination  of  Services? 


A  question  may  be  raised  as  to  who  would  co-ordinate  the  activities  of  the  various  group  members. 
Or  would  the  director  or  admi n i stratoi — in  this  case  usually  the  doctor,  or  some  other  designated 
ind ividual --make  assignments  and  direct  the  activities  of  the  group  members   in  the  usual  manner?  On 
the  contrary,   this  democratic  approach  to  human  relations   is  just  as  applicable  to  administration  as 
to  the  small   group  process.     Shartle's  study   (5)  of   leadership   in  administration  is  pertinent  here, 
as  well  as  the  book  by  Maier  (h) .     In  fact,   industry  is  perhaps  putting  the  professions  to  shame  in 
its  applications  of  democracy  to  human  relations  and  management.     Business  has   learned  that  respect 
for  the  worker  as  an  individual,  with  concern  for  his  morale  and  psychological  well-being  is  not 
inconsistent  with  but  rather  contributes  to  high  production,   lower  absenteeism,  and  lower  labor 
turnover.     The  application  of  these  principles   in  the  administration  and  functioning  of  professional 
organizations  and  groups,   it   is  suggested,  would  have  similar  beneficial   results,  both  to  the  pro- 
fessional persons   involved  and  to  the  clients  and  patients  with  whom  they  work. 

A  group  of  professional  people,  therefore,  can  function  with  no  need  for  external  supervision 
or  control.     The  group  itself  co-ordinates  or  directs  the  activities  and  services  which  the  patient 
needs.     Continuity  of  services  can  be  maintained  without  any  particular  person  directing  them. 
Each  professional   specialist  continues  to  work  with  the  client  from  the  beginning  to  the  end  of  the 
rehabilitation  process,  or  for  as  long  as  he  has  something  to  contribute.     Treatment   is  not,  or 
should  not  be,  a  matter  of  passing  the  patient  from  one  specialist  to  another.     At  any  one  time, 
depending  on  the  needs  of  the  client,  one  or  another  of  the  staff  members  may  have  major  responsi- 
bility for  providing  particular  services  to  the  client.     The  group  itself,  through  informal  contacts 
and  sessions  as  well  as  through  formal  meetings,  co-ordinates  the  services  and  activities  provided 
for  the  patient. 

This  situation  requires  that  the  members  of  the  group  accept  each  other  as  professional  equals, 
professionally  competent  each   in  his  own  field.     The  presupposition  here  is  that  each  staff  member 
actually  is  well-trained  and  competent   in  his  field.     While  the  medical   profession  may  be  apt  to 
resist  acknowledging  others  as  equals,  and  capable  of   independent  professional   functioning,    It  is 
also  true  that   in  many  cases  other  members  of  the  team  have  not  been  professionals  who  could  command 
such  equality  on  the  basis  of  professional   competence.     But  there   is  some  evidence  that  with  increas- 
ing preparation  and  prof ess i ona 1 i zat i on  of  the  various  specialties  contributing  to  the  rehabilitation 
process,   these  staff  members  are  being  accepted  more  as  equals,  and  as  contributing  an  essential  serv- 
ice which  is  not  subservient  to  or  less   important  than  the  medical  contribution. 

To  summarize:     This  paper  has  re-examined  the  teamwork  concept,  and  has  raised  the  question 
whether  this  concept  as  commonly  accepted   is  not  obsolete.     Developments   in  the  field  of  human 
relations  have  suggested  more  effective  methods  of  working  together.     The  concept  of  group-centered 
leadership  has  been  briefly  described,  and  its  implications  for  interprofessional   relations  in  re- 
habilitation suggested.     The  application  of  this  approach  to  rehabilitation  would  result   in  a  true 
"democracy  of  professions,"  in  which  the  staff  members  would  derive  more  satisfaction  from  their 
professions,  and  the  patient  would  benefit  from  better  professional  services. 
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